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competence in transnational medical education partnership and to unite the research process with theory
development. Selected literature and a modicum of concepts limited the framing of this study from an
existing theoretical framework. Such a framework would have been useful in providing the basis for
training of health care professionals involved in transnational ventures. To accomplish this, the research
used a qualitative grounded theory approach to explore the experiences of twenty-five professionals
involved in transnational medical education partnership. The research was conducted at Weill Cornell
Medical College in New York and Weill Cornell Medical College in Qatar. Interviews served as the main
source for the study. Narrative inquiry consisted of audio-recording, documentation, and analyses of the
individual accounts and experiences of the participants. The study contributed to knowledge and practice
and created a theoretical model of cross-cultural competence, which is generalizable to what
professionals should know, be, and do. This model was based on the principles: Know thyself, be a moral
agent, strive for relational transparency, possess generosity of spirit, practice reflectivity, be mindful and
adaptable, and promote human dignity. The pillars are: Recognition respect, evaluative respect, mutual
generativity, and conscious conscientiousness. The study provided recommendations aimed at assisting
health care professionals in the development of knowledge, behaviors, and skills for effective crosscultural competencies necessary for maintaining successful partnership. It will also influence other
researchers who design studies to test the theory in practice and provide theory for health care
professionals requiring extensive cross-cultural competence to engage and collaborate successfully.
Lastly, the study contributed to the literature on cross-cultural competence in transnational medical
education partnership.

Document Type
Dissertation

Degree Name
Doctor of Education (EdD)

Department
Executive Leadership

Subject Categories
Education

This dissertation is available at Fisher Digital Publications: https://fisherpub.sjf.edu/education_etd/164

Cross-Cultural Competence in Transnational Medical Education Partnership

By
Greta Rosalie Strong

Submitted in partial fulfillment
of the requirements for the degree
Ed.D. in Executive Leadership

Supervised by
Dr. C. Michael Robinson

Committee Member
Dr. Brezetta Griffith-Bullock

Ralph C. Wilson, Jr. School of Education
St. John Fisher College

December 2013

Dedication
This work is dedicated to my loving and supportive husband, Bert; wonderful and
cheer-leading daughter, Natasha; son-in-law Earl; adorable and delightful grandchildren,
Chloe, Aidan, and Joshua; and the rest of my family, Elizabeth, Cheryl, Lennox, Ayanna,
Richard, Rosita, and Yvette. Your love, humor, and support strengthened and cushioned
me during this doctoral journey. Finally, this work is dedicated to the memory of my
mother, Ellena; father, Kenneth; and godfather, Lionel who instilled in me a life-long
love for learning. I embarked on this journey to be an exemplar for my grandchildren,
that they too will aspire to leadership and experience the psychological completeness of
education, for I firmly believe that leadership is the highest education.
I appreciate the support of my “family” in Qatar, Dr. and Mrs. Basim Uthman
(Manar), Zane, Kinzamaria, and Nadine Uthman. Thank you ever so much for your
hospitality and care during my stay in Doha. It was a wonderful experience I will not
soon forget.
I would like to acknowledge the expertise and support of my chairperson,
Dr. C. Michael Robinson and committee member, Dr. Brezetta Griffith-Bullock. Thank
you for your support and guidance during this doctoral journey.
I also acknowledge my institutional sponsor, Dr. Steven Karceski, the advice,
support, guidance, friendship, and humor of my executive mentors, Dr. Winston (Terry)
Sutherland and Dr. Joseph Safdieh, and for expert guidance, Dr. Jude Bergkamp.

ii

To the study participants in the United Sates and Doha, Qatar, who graciously
shared their experiences with me, thank you for your time and contribution to this body
of work.
I acknowledge the friendships of Dean Humphrey Crookendale, Dr. Gary Gibson,
Dr. Richard Grallo, David Hahn, Dr. Isola Kokumo, Dr. Blagovest Nikolov, President
Arthur N. R. Robinson, and Dr. Axel Rosengart.
I appreciate and thank the faculty and staff of St. John Fisher College and College
of New Rochelle who played a supportive role on this doctoral journey.
Thank you to all of my friends and colleagues at Weill Cornell Medical College in
New York and Qatar. You are all gracious and amazing people who have been kind and
generous in acknowledging my personhood - I am truly grateful and blessed.

iii

Biographical Sketch
Greta Rosalie Strong is presently employed as the Special Assistant to the
Chairman of Neurology at Weill Cornell Medical College-New York Presbyterian
Hospital. She is also an Adjunct Professor at a New York City college. She attended
Metropolitan College of New York and graduated with a Master of Public Administration
degree in 2003. She also obtained a Master of Mental Health degree from Touro College
in 2008. She came to St. John Fisher College in the spring of 2011 and began doctoral
studies in the Ed.D., Program in Executive Leadership. Mrs. Strong pursued her research
in “Cross-Cultural Competence in Transnational Medical Education Partnership” under
the direction of Dr. C. Michael Robinson and Dr. Brezetta Griffith-Bullock and earned
the Ed.D., degree in 2013.
Mrs. Strong is the recipient of a number of honors and awards. She is a member
of the National Scholars Honor Society; Pi Alpha Alpha, the Academic Honor Society of
the National Society for Public Affairs and Administration; and Kappa Delta Pi, the
International Honor Society in Education. For leadership, dedication, and service to the
community, she is the recipient of the National Medal of Honor for Inspiring InitiativeSeptember 12th Guild; the National Council of Negro Women, Executive Leadership
Award (2012), two Certificates of Special Congressional Recognition from members of
the U.S. House of Representatives, Congressman Joseph Crowley and Congressman Eliot
L. Engel, and an Official Citation from the New York State Senate, Senator Ruth HassellThompson. Mrs. Strong is the Vice President of Vitiligo Bond, Inc., a 501c (3) support

iv

group for people living with Vitiligo and a Stroke Advocate for the National Stroke
Association.

v

Abstract
The purposes of the study were to discover the knowledge, behaviors, and skills
that foster cross-cultural competence in transnational medical education partnership and
to unite the research process with theory development. Selected literature and a
modicum of concepts limited the framing of this study from an existing theoretical
framework. Such a framework would have been useful in providing the basis for training
of health care professionals involved in transnational ventures.
To accomplish this, the research used a qualitative grounded theory approach to
explore the experiences of twenty-five professionals involved in transnational medical
education partnership. The research was conducted at Weill Cornell Medical College in
New York and Weill Cornell Medical College in Qatar. Interviews served as the main
source for the study. Narrative inquiry consisted of audio-recording, documentation, and
analyses of the individual accounts and experiences of the participants.
The study contributed to knowledge and practice and created a theoretical model
of cross-cultural competence, which is generalizable to what professionals should know,
be, and do. This model was based on the principles: Know thyself, be a moral agent,
strive for relational transparency, possess generosity of spirit, practice reflectivity, be
mindful and adaptable, and promote human dignity. The pillars are: Recognition respect,
evaluative respect, mutual generativity, and conscious conscientiousness.
The study provided recommendations aimed at assisting health care professionals
in the development of knowledge, behaviors, and skills for effective cross-cultural
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competencies necessary for maintaining successful partnership. It will also influence
other researchers who design studies to test the theory in practice and provide theory for
health care professionals requiring extensive cross-cultural competence to engage and
collaborate successfully. Lastly, the study contributed to the literature on cross-cultural
competence in transnational medical education partnership.
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Chapter 1: Introduction
Introduction
Globalization has become a transformational and powerful factor in the field of
health care and education (Segouin, Hodges, & Brechat, 2005). It has increased
economic competitiveness, forcing many countries to meet a global demand for education
that is obtainable, pertinent, and non-discriminatory (Hodges, Maniate, Martimianakis,
AlSuwaidan, & Segouin, 2009; Sahlberg, 2006; Tilak, 2011). Presently, many institutions
of learning are involved in transnational activities such as partnerships and franchise
agreements (Altbach, Reisberg, & Rumbley, 2009; Knight, 2006). In the field of
medicine, transnational medical education is evolving into a growing and desirable field
for students choosing to study under these forms of partnerships and agreements (Knight,
2006; McBurnie & Pollock, 1998; Stella & Granam, 2004). This has presented
challenges and opportunities for health care professionals who navigate in cultures of
difference both nationally and internationally (Bertucci & Alberti, 2004). For this reason,
cross-cultural competence has become an important asset for health care professionals
involved in transnational medical education partnerships and agreements (Harvey &
Williams, 2010; Koehn & Rosenau, 2002).
The integration of cross-cultural competence can be problematic in transcending
cultures (Blackmer, 2007; Gates & Bradley, 2009; Janus & Smythe, 2011/2012; The
California Endowment, 2003) and failure to be aware of and acknowledge cross-cultural
differences can present challenges and cause conflicts and problems across cultures
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(Taylor & Gegios, 2010). Negligence in attending to appropriate cross-cultural behaviors
can endanger partnerships or agreements of institutions involved in transnational
education ventures (Gates & Bradley, 2009; Selmeski, 2007). Lack of cross-cultural
expertise can also affect the “well-being” (Witsel, 2008, p. 5) of professionals who
operate in the context of stark cultural differences. Medical professional must become
proficient in demonstrating appropriate behaviors, understanding problems, and
navigating intelligently (Adler, 1997; Harris, Moran, & Moran, 2004; Schein, 2004;
Selmeski, 2007; Taylor & Gegios, 2010).
The purposes of this study were to discover the knowledge, behaviors, and skills
that foster cross-cultural competence in transnational medical education partnership and
to unite the research process with theory development using a qualitative grounded theory
approach. This method was used to explore and identify the knowledge, behaviors, and
skills that foster cross-cultural competence, which could be new or useful in the context
of transnational medical education partnership.
The findings of this study provided empirical support of real-world guidance for
medical professionals who navigate in environments where cultural differences are
prevalent. The focus of chapter one was to articulate the problem statement, statement of
purpose, and formulate the research question. This chapter also discussed the
significance, purpose of study, provided definitions of terminology, and concluded in a
summary.
Statement of the Problem
Transnational education is often considered as the franchising of institutions and
programs (Adam, 2001). It also takes other forms of delivery such as may be found in
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“branch campuses, off-shore institutions, corporate universities, international institutions,
and distance learning” (Adam 2001; Council of Europe/UNESCO, 2000, p. 12)
agreements, arrangements, and partnerships. The Global Alliance for Transnational
Education [GATE], defined “transnational education as an export product” (GATE, 1997,
p. 1). As such, the teaching and learning of “students are in a different country” usually
referred to as the “host country” (GATE, 1997, p. 1). The provider of the educational
product is referred to as the “home country” (Adam, 2001; GATE, 1997, p. 1).
GATE is an advocate for policy standards in the certification of transnational
education programs (GATE, 1997). One of these standards is that professionals must
have “an adequate levels of cross-cultural expertise, sensitivity, and awareness” (GATE,
1997, p. 1; Greenholtz, 2000). Bean (2006) cautioned, that institutions should not believe
that only knowledge and skills are adequate for professionals to navigate successfully in
these transcultural ventures. Transnational institutions of higher learning must, therefore,
adopt and provide greater standardization of a code of skills, knowledge, and behaviors
of what constitutes cross-cultural competence in the delivery of transnational medical
education (Nicaise, 2008). This is central to ensuring that professionals who straddle
cultures are culturally-aware, able to navigate effectively and appropriately, and balance
the duties that are required by the institution and profession (Borduas et al., 2006; Witsel,
2008).
The impetus for this research arose from the increase in transnational medical
education enterprises. Literature reviewed focused on workplace diversity and
intercultural communication in the U.S. workforce and authors found a lack of agreement
in defining what constitutes both appropriateness and effectiveness in cross-cultural

3

settings (Abbe, Gulick, & Herman, 2007; Nicaise, 2008; Johnson, Lenartowicz, & Apud,
2006; Selmeski, 2007). Many international business research articles did not classify
models of knowledge, behaviors, and skills, and how they can be applied in the crosscultural context (Abbe, Gulick, & Herman, 2007). Authors prominent in the field of
cross-cultural competence defined it as specific knowledge, skills, and abilities that must
be appropriately applied to function effectively in different national cultures, (Adler &
Bartholomew, 1992; Hofstede, 1980, 2001; Leiba-O’Sullivan, 1999). Cross-cultural
competence has also been described as abilities that allow us to increase awareness of
how our beliefs, values, and attitudes influence the manner in which we perceive issues
of mutuality, reciprocity, and interdependence (Barrera, 2000; Barrera & Corso, 2002;
Barrera, Corso, & MacPherson, 2003). There were divergent views on the definition of
cross-cultural competence and the absence of a universal definition compounded the
confusion.
Cross-cultural competence has been studied in various contexts and overlooked in
medical professionals involved in transnational medical education partnership. Studies
examining cross-cultural competence revealed multiple factors that impact it. There is a
dearth of studies where the applicability of these factors was examined in this particular
environment. The literature on cross-cultural competence in the medical profession
contained robust and engaging discussions on achieving cultural competency in health
care, medical schools incorporating international experiences in the curriculum for future
doctors, and health disparities in minority populations. These articles focused on culture
and the patient-physician relationship, valuing ethnic diversity, and how culture affects
illness and care.
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There is limited literature on cross-cultural competence in transnational medical
education (Greenholtz, 2000). A modicum of concepts pertinent to cross-cultural
competence in transnational medical education limited the framing of this study from an
existing theoretical framework. Such a framework would have been useful in providing
the basis for training health care professionals involved in transnational encounters.
There were few studies on the impact that culture plays on transnational education
partnerships and research has been based on small studies (Helms, 2008; Walton &
Guarisco, 2007).
Significance of the Study
Globalization has caused the world to be connected through the growth of
transnational organizations and networks (Freitag, 2002; Lustig & Koester, 2010).
Transnational medical education ventures and enterprises will contribute to the strength
of global medicine and transforming learning societies into knowledge economies
(Bloom, Canning, & Sevilla, 2004; Bloom & Cohen, 2002; Dodani & LaPorte, 2005;
Skorton, 2010, 2012; World Bank, 2002). For the field of medicine and education,
transnational medical education has important implications on how medical education is
delivered (O’Brien, Alfano, & Magnusson, 2007).
If improperly managed, modeled, and codified, cross-cultural collaborations can
adversely affect the quality of transnational partnerships and agreements (GATE, 1997;
McBurnie & Pollock; Knight, 2006). In the process of identifying what trends most
impacted the increased importance of cross-cultural competence in transnational medical
education; there was reason to believe that there will be a greater global demand for
transnational partnerships in the future (Drain et al., 2007). “Transnational education is

5

not a new phenomenon” (Adam, 2001, p. 4). Experts would agree that what is alarming
is how the field of transnational education has grown (Adam 2001; Ramsaran, 2003).
This pace has brought “challenges and opportunities for individual institutions” (Adam,
2001, Preface. para, 2) and organizations engaged in this process.
The importance of possessing skills, knowledge, and behaviors that define crosscultural competence has emerged as a result of this expansion of partnerships across
regions (Boyle & Sastrowardoyo, 2012; Knight, 2005). Cross-cultural competence has
caught the attention of many organizations and must become a part of institutional
policies and procedures for successful interactions, nationally and internationally (Bean,
2006; Sinicrope, Norris, & Watanabe, 2007). There must be a “process of integrating an
international and intercultural dimension into teaching, research, and service functions of
the institution” (Knight, 1994, p. 7)
The “scope and aspiration of Cornell University” (Skorton, 2012, p. 1) has been
an international one and began with the vision of Ezra Cornell (Skorton, 2012), who felt
that the Cornell University should be an institution where people could find instruction in
a variety of programs (Cornell, 1868), and that education should be accessible globally
and not limited to the U.S. (Skorton, 2012). At Weill Cornell Medical College-New
York (WCMC-NY) a lot of emphasis is placed on global health. This constitutes
“overseas healthcare, research, and educational activities” (Skorton, 2012, p. 2), which
foster student and faculty exchange (Skorton, 2012), the improvement of health and
equity worldwide, and “global public health success” (Global Health Action, 2010, p.13).
WCMC-NY is partner to a growing number of health and education networks with
institutions on many continents. There are also “joint study and exchange programs with
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China, India, and Singapore and Cornell-administered programs in Europe and Japan, the
Arecibo Observatory in Puerto Rico, and biodiversity field stations in the Dominican
Republic and Peru” (WCMC-Q, 2013, para. 5).
The State of Qatar is one of the most economically and socially dynamic
countries in the Middle East and the world and “is building capacity among its youth by
investing heavily in education” (Hamod, 2011, p. 2) research and patient care in Qatar
and the region (WCMC-Q, 2003). In recent years, Qatar has positioned itself as a
country dedicated to the field of education “in its commitment to the dissemination of
knowledge” (Sheikh, 2013, para. 4). In 2002, WCMC-Q established academic
partnership operations between Qatar Foundation and Cornell University, offering a
“unique six-year American curriculum, which includes premedical and medical education
leading to the same medical degree awarded to graduates of WCMC-NY” (Skorton,
2012, p. 10; WCMC-Q, 2003). Supported by the Qatar Foundation, it is “participating in
a project of extraordinary courage and promise for the region and the rest of the world”
(Lehman, 2003, p. 2).
Many medical students will “become leaders and innovators in the planning and
delivery of medical care in Qatar and the region” (Gotto, 2003, p.1) which will “lead to a
generation of superb physicians, medical advances, and better healthcare” (Gotto, 2003,
p. 4). The institutional strategic plan of WCMC-Q is to establish “distinguished centers
of excellence in education, research and clinical training; unifying its tripartite mission of
education, research, and patient care with Hamad Medical Corporation and Sidra Medical
and Research Center in Qatar (Sheikh, 2011, p. 1)”. These centers of learning will
contribute “significantly to developing a Qatari biomedical work force” (Sheikh, 2011, p.
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1) making Qatar a center for international collaborations (Hamod, 2011; Lehman, 2003;
Skorton, 2012; WCMC-NY, 2013; WCMC-NY, 2013). To be economically successful
in the global arena, institutions must train ambassadors linked to transnational medical
education partnerships of this kind (Fantini, 2000).
Medical professionals who travel abroad yearly and engage in ongoing
collaborations must adapt to different cultural environments, and reflect upon how their
personal and professional experiences and preconceived ideas will influence their
behaviors and attitudes (Yukl, 2006). A worldview and appreciation for understanding
cross-cultural competence will foster satisfying partnerships in cross-cultural
collaborations (Lustig & Koester, 2006; Slimbach, 2005).
A theory grounded in data was central to a foundation from which to develop
meaningful attitudes, skills, behaviors, and knowledge. The audiences for this study are
medical educators, curricula developers, lecturers, and trainers involved “in the social
processes explained by the theory…to test the theory in practice” (Starks & Trinidad,
2007, p. 1377) and provide theory for medical professionals who require extensive crosscultural competence to teach, exchange expertise, and collaborate successfully. The
study will sharpen the skills, knowledge, and abilities of health care professionals who
interact in cultures of difference across the globe (Kundu, 2001; Lustig & Koester, 2010).
Academic programs, policy frameworks, and studies should also be designed with a view
to strengthening cross-cultural training programs already in place within many
institutions (Black & Mendenhall, 1990).
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Purpose of the Study
The purposes of the study were to discover the knowledge, behaviors, and skills
that foster cross-cultural competence in transnational medical education partnership and
to unite the research process with theory development. The literature review uncovered
unresolved issues of knowledge behaviors, and skills that must be applied in this context.
Several studies contradicted each other, since there was no standard nomenclature. In
many instances, the same terminology referred to different relationships. There were no
generally accepted taxonomies about skills, attitudes, and behaviors that describe crosscultural effectiveness in this context. Recognized was a diversity of definitions on crosscultural competence with no universal definition.
In the development of this study, the goal was to investigate the knowledge,
behaviors, and skills of a population of academicians involved in transnational medical
education. The overarching goal of this study was to use the findings of a qualitative
grounded theory approach to reflect the unique concepts of cross-cultural competence in
transnational medical education. This theory is useful for professional development
training, knowledge management, services related to cross-cultural competence, and
future research.
Undertaking this study provided a rationale for seeking predictors for crosscultural competence in transnational medical education partnership. The approach was to
identify what medical professionals should know, be, and do. This study contributed to
knowledge and practice in the field of cross-cultural competence. It filled a void since
cross-cultural competence has been under-studied in this population, in the context of
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transnational medical education partnership. It also extends research in the field of crosscultural competence.
Research Question
This principal question of the research to explore important information was:
What knowledge, behaviors, and skills foster cross-cultural competence in transnational
medical education partnership?
Definitions of Terms
The study included a number of terms with various interpretations. To facilitate
understanding of terminology, definitions are presented below:
1. Conscious-conscientiousness. The study generated this term to refer to:
“Awareness and purposeful processing that drives understanding and genuine
behaviors; vigilance in the communicative process for nuances of verbal and nonverbal interactions; immersion in interests and goals of interdependent parties to
achieve shared mission and vision that value, protect, and promote partnerships”
(Strong, 2013).
2. Cross-cultural competence. The study utilized this term to include
individuals who function in international organizations and partnerships. This
term refers to “the diverse array of beliefs, values, and attitudes that influence the
building of trust, mutual respect, and shared goals to facilitate communication”
(Cross, Bazron, Dennis, & Isaacs, 1989).
3. Cultural competence. “Specialized-knowledge about a distinct set of
behaviors, attitudes, and skills that allows an individual to perform effectively in
different cultural environments” (Slimbach, 2005).
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4. Culture general. “Information that provides insight into the many ways that
culture influences behavior” (Lustig & Koester, 2010).
5. Culture specific. “Information that provides understanding of a particular
culture and the forces that maintain the culture’s uniqueness” (Lustig & Koester,
2010).
6. Knowing and doing. “The possession of various attributes, knowledge, and
skills, and the ability to use and adapt them in a cross-cultural environment”
(Johnson, Lenartowicz, & Apud, 2006).
7. Knowledge. “The cognitive information you need to have about the people,
context, and norms of appropriateness that operate in a specific culture” (Lustig &
Koester, 2010).
8.

Mutual generativity. This study generated this term to refer to:
“Teamwork and interdependency that reinforces transnational relationship
building, positive group behaviors, and skills competence that can affect
knowledge generation. This competence is instrumental in project completion,
goal achievement, and can carve footprints for present and future generations. It
binds the efforts of synergistic respect and conscientiousness to harmonic
relationships” (Strong, 2013).

9.

Perspective consciousness. The ability to question constantly the source of one’s
cultural assumptions and ethical judgments, leading to the habit of seeing things
through the minds and hearts of others” (Slimbach, 2005, p. 206).

10. Transnational medical education. “Formal partnership between two
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agencies; often considered in relation to the franchising of institutions and
programs. It also takes other forms of delivery such as branch campuses, offshore institutions, corporate universities, international institutions, and distance
learning arrangements” (Council of Europe/UNESCO, 2000).
Chapter Summary
Based on the preceding sections of this chapter, the groundwork is provided to
explain the following in Chapter 2: (a) globalization, (b) education, policy makers, and
critical consciousness, (c) globalization and the transnational education commitment, (d)
trends in the transnational medical education field, (e) globalization and medical
partnerships in the Middle East, (f) culture and cultural competence, (g) cross-cultural
competence and cross-cultural training, and, (h) grounded theory.
The research question for this study sought to discover the cross-cultural
experiences of respondents in a transnational medical education partnership. Few studies
have investigated the process in such a way that involved this approach. For the future of
scholarship in the area of transnational medical education, it was important to develop a
line of inquiry. The experiences of the health care professionals, students, and host
country personnel at the center of the process, provided important information on crosscultural competence. The purpose was to formulate these experiences as a foundation for
a theoretical model. Grounded theory was useful for this project to offer a conceptual
framework that can be applicable for this population.
Chapter 3 provides the research design methodology, which includes the research
question, overall research design, context, participants, instruments, and procedures used
in data collection and analysis. Chapter 4 provides the data analysis and findings with

12

significant responses generated from interviews. Chapter 5 includes study implications,
and addresses the study’s limitations and recommendations. The lessons learned sum up
the data.
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Chapter 2: Review of the Literature
Introduction and Purpose
Chapter 1 provided an overview of the research subject area and revealed the
nature of the study and its primary question. Chapter 2 provides a review of relevant
bodies of literature examining globalization, transnational medical education, culture and
cultural-competence, cross-cultural competence and cross-cultural training, and grounded
theory methodology. A summary of Chapter 2 follows.
Globalization
Most scholars suggest that globalization is not new (Ramsaran, 2003), and “best
conceptualized as a long process of change” (Hardt & Negri, 2000, p. 15) linked to socioeconomic forces and emerged through distinct historical periods (Jameson & Miyoshi,
1998; Mignolo, 1998; Sen, 2000). Other scholars have pointed out that many disciplines
have their own definition of the term globalization (Bauman, 1998), and agree that the
effects of globalization raise questions on policies that affect world affairs (Bauman,
1998; Ross-Holst, 2003; Smouts, 2001). They also believed that whenever events,
decisions, and activities take place in one part of the world, opportunities and threats can
significantly affect other nations, individuals, and communities (Groupe de Lisbonne,
1995). In order to combat fluctuations that take place in the global marketplace, they felt
that a “well-educated, skilled, and adaptable workforce…able to embrace change”
(Group de Lisbonne, 1995, p. 33) can lessen these uncertainties. In a white paper on the
tensions that globalization can cause Rothenberg (2002-2003) questioned what

14

constitutes globalization. He examined whether it was the “integration of forces of
economic, political, and cultural systems across the globe” (Rothenberg, p. 1). He
questioned the “Americanization of world culture, and U.S. dominance on world affairs”
(Rothenberg, p. 1). He wondered whether globalization was a “force for the growth of
economic prosperity and democracy” (Rothenberg, p. 2). He was concerned about its
potency to cause devastation to the environment, exploitation of the developing world,
and suppression of human rights. He questioned the potential of globalization as a force
for “good or bad” (Rothenberg, p. 3) and came to the realization that the answers will
depend on which part of the world you are located. He subsequently recognized
globalization as a process that “accelerates and augments interactions and integration
among people, companies, and governments of different nations” (Rothenberg, p. 2). He
believed that these forces brought about major effects on health and personal safety;
“impacted the environment, culture, ideas, religion, political systems, economic
development, and the prosperity of societies worldwide” (Rothenberg 2002-2003, p. 2).
Similarly, Rodrigues-Diaz (2007) viewed globalization as a worldwide phenomenon of
change, which redesigned the world’s economy, an “inevitable developmental process”
(Frankic & Hershner, 2003, p. 519).
Globalization demands well thought out plans, policies, strategies, procedures,
and responses to the environment to promote sustainable economic growth and prosperity
(Ramsaran, 2003). For this reason, globalization has caused individuals, governments,
and institutions to focus their lenses on the improvement of human development and
social capital and the education of its citizenry (Chan, Leung, & Flynn, 2002; Ruperez,
2003). The economics of globalization and its potential for the impoverishment of entire
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societies and nations have demanded that governments strengthen their capacity for
institutions of education that promote economic development and well-being (Bloom,
Canning, & Sevilla, 2004) and “improved capacity to respond” (Ruperez, 2003, p. 258) to
the global environment.
Education, Policy Makers, and Critical Consciousness
A world-class education system that is competitive is the conduit to economic
opportunities (Ruperez, 2003; The World Bank’s Group Education Strategy, 2011).
Education is an engine for growth to support, sustain, and guarantee positive human
growth and development (UNESCO, 2000). These factors are important in significantly
reducing poverty, risks, and threats to long-term stability, improvement of health
resources and outcomes, and equality for men and women in the global workforce
(Bloom, 2002; Diaz-Bonilla, Babinard, Pinstrup-Andersen, & Thomas, 2002; The World
Bank’s Group Education Sector Strategy, 2011). In the global marketplace, education is
central to transforming developing economies into learning nations, making knowledge
and information the foundation for withstanding the demands of the negative or positive
forces of globalization and the rigors of economic and social development (Carnoy &
Rhoten, 2002; Gobbo, 2008).
The European Community Commission (1995) referred to knowledge societies as
learning societies. Member nations of this commission believe that the demands of
education and lifelong learning are connected to sustainable economic growth. Because
of human development initiatives, China became a market-oriented economy, which was
built on the “high literacy levels” (Sen 1999, pp. 42, 43) of its population. This growth
began in 1979, when Deng Xiaoping’s reformed his country through the use of (Zhang,
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1996) “strong basic education policies” (Sen, 1999, pp. 42, 43). It was the belief of
China’s governing institutions that in providing its citizenry with a solid education, they
would broaden human and economic capital (Gries, 2004; Schultz, 1961; Sen, 1999).
Governments and policy makers responsible for formulating social and economic
policies must develop educational models that will “meet global demands” (Cogburn,
1998, p. 1) and address the challenges and opportunities of globalization (Freire, 1997,
2001). They must utilize various educational models to promote the development of
world-class education that is competitive and relevant (Freire, 1997, 2001). Freire
viewed education as economic freedom and social advancement for the poor and illiterate
(Mustakova-Possardt, 2004). For the building and development of world-education
systems, least-industrialized nations must pay attention to the economic models of
developing nations and the steps used in reforming their economic policies (Gries, 2004).
Governments and institutions of education must seek out systems of quality educational
borrowing and collaboration (Moutsios, 2009; Sahlberg, 2006).
The World Bank’s Education Sector (1999) in a policy report on education
described what constitutes an effective, efficient, and accessible education system. Such
a system provides access to quality education for all, is taught by transformative,
competent, and motivated staff, with a relevant, reasoned, and systematic curriculum. Its
delivery must be such that there are teaching and learning processes that afford students
critical thinking skills. Governance, resources, and sound evaluations are important to
sustain this process (The World Bank’s Education Sector Strategy, 1999).
The forces of globalization will strongly impact the footprints we set down for our
children (Suarez-Orozco & Qin-Hillard, 2004b). It is, therefore, incumbent upon
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governments and institutions to prepare students to be successful in a global society
(Ross-Holst, 2003). Institutes of higher learning will need to ask questions about how
education will help students make great contributions to community life, “both locally,
and globally” (Green, 2002, p. 8). They must take a realistic approach to understanding
interdependence (Suarez-Orozco & Hillard, 2004a, b) and how the “fate of nations and
individuals…are inextricably linked” (Green, 2002, p. 8).
Globalization and the Transnational Education Commitment
Globalization has presented a “powerful challenge and an opportunity” (Harden,
2006, p. S22). This has caused institutions to examine special types of policies and
guidelines of international quality standards that will turn missions and visions into
beneficial results to improve the future for humanity in the lest-industrialized nations
(Stella & Bhushan, 2011). Olsen (2005, p. 11) suggested a “brake and accelerator
function” in applying transnational education policy. He believed that the brake function
be used in the “protection of the home institution from financial and reputational
ruin…best practice models for all proposed transnational education initiatives” (Olsen,
2005, p. 11). He posited that the accelerator function would “promote proposals for
initiatives and ensure that checks and balances of quality assurance are adhered to for
meeting good practice benchmarks” (Olsen, 2005, p. 11).
In an increasingly globalized and multicultural world, institutions of transnational
education must make it a part of their operating policy and mission to develop crossculturally competent practitioners who can transcend cultural differences (Braziel, 2011).
They must possess the skills, behaviors, attitudes, and knowledge to address issues both
nationally and internationally (Pedersen, 1989). In order to address these issues,
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institutions must negotiate cultural challenges in the field by providing links for interface
between, academicians, partners, and other stakeholders, since these linkages are “a key
asset and powerhouse for economic development” (Chatterton & Goddard, 2000,
Introduction, para. 1). Medical professionals must be aware of how their professional
and personal cultures differ from that of their counterparts, and be mindful to understand
the importance of effective cross-cultural practice (Harris, Moran, & Moran, 2004;
Slimbach, 2005; Yukl, 2006).
Trends in the Transnational Medical Education Field
The health care industry in the U.S. has become a major player in the export of a
“distinctively American commodity, U.S. health care” (Biviano & Makarehchi, 2002,
p.16) and medical education (Leggett, 2009). Many developing countries are grappling
with the brain drain and find themselves unable to employ or retain highly trained
professionals because of their lack of development and industrialization (Wright, Fils, &
Gupta, 2008). As a result, many immigrant physicians migrate from developing to
developed nations with the hope of securing education and subsequent employment in the
field of medicine (American Medical Association, 2010; Biviano & Makarehchi, 2002).
In light of these issues, a number of foreign governments have engaged in affiliations,
collaborations, partnerships, and alliances with prestigious medical schools or hospitals in
developed nations for their expertise in building health and education infrastructure (Day,
Herndon, & Fogel, 1998). These ventures have created an expanse of medical centers to
enhance “global reputation, funding streams, and a patient base for service, education,
and research” (Biviano & Makarehchi, 2002, p. 16; Day, Herndon, & Fogel, 1998; de
Wit, 2010).
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Weill Cornell Medical College of New York (WCMC-NY) has world-wide
affiliations with several hospitals, medical centers, and corporations. These are the
“American Hospital in Paris, France, American Hospital in Istanbul, Turkey, ASPETAR
Qatar Orthopedic and Sports Medicine Hospital in Qatar, Weill Bugando Medical Centre
in Tanzania, Group Florence Nightingale Hospitals, Turkey, Hallym University Medical
Center, South Korea, Hamad Medical Corporation, Qatar, and Hospital das Forcas
Armadas Brasilia, Brazil” (WCMC-NY, 2011, para. 10).
Duke University, Durham, North Carolina has a “global partnership in medical
education with the National University of Singapore, which offers a post-baccalaureate
medical education for students who complete the four-year Duke curriculum receive a
doctor of medicine degree jointly awarded by Duke University and the University of
Singapore” (Williams et al., 2008, p.122).
Harvard Medical International (HMI) was established in 1994 and has “official
relationships with medical schools in Korea, Thailand, Brazil, and China… joint
management of ventures with local investors developing hospitals in China, the
Phillippines, and Thailand” (Biviano & Makarehchi, 2002, p.16). They plan, design, and
enhance to assist countries in meeting international standards to advance their global
missions (Partners Harvard Medical International, 2012).
The Baylor International Pediatrics AIDS Initiative (BIPAI) network supports
projects in Eastern Europe and Africa. They manage complex programs and large staff
and also provide their expertise for “the well-being of children and families worldwide”
(BIPAI at Texas Children’s Hospital, 2011, BIPAI Mission, para. 1).
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“Texas Medical Center, a Baylor medical school-affiliate with established major
international joint ventures. One of these ventures is with an allied health college in Peru
training laboratory, radiology, and information technicians” (Biviano & Makarehchi,
2002, p.16).
The University of Pittsburgh Medical Center PMC (UPMC) “actively
commercializes its care brand to global market, provides world-class health care,
advanced technologies, and management skills with the goal to advance its mission to
transform the provision of health care globally, building a global health care brand to
attract the best and brightest medical professionals and staff for the benefit of all of its
patients and business ventures” (para. 1). At present, “UPMC and Royal Berkshire
National Health Service Foundation Trust, part of the United Kingdom’s National Health
Service partnership agreement to develop and expand cancer services offered by the Trust
in Reading, England, and the surrounding region. “Satellite centers will offer patients
cancer care closer to home…modeled after a hub-and-spoke system that UPMC first
perfected in western Pennsylvania, where it now operates more than 40 cancer centers”
(The University of Pittsburgh Medical Center, 2009, para. 2).
Globalization and Medical Partnerships in the Middle East
In building their nation, the government of Qatar made it a priority to establish
education campuses in Doha, Qatar. Education City was developed as part of the “Qatar
Foundation for Education, Science, and Community Development…dedicated to
promoting holistic educational needs, fostering of community health and development,
and nurturing research and entrepreneurship” (Education City, 2012, p. 1).
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Presently, many prestigious western universities have established-partnerships
with the government of Qatar and offer programs in medicine, international affairs,
business administration, computer science, engineering, and design (Education City,
2012, p. 1). A number of the universities in Education City, Doha, Qatar are the
“University Commonwealth University in Qatar School of the Arts; Texas A & M
University at Qatar; Carnegie Mellon University in Qatar; Georgetown University School
of Foreign Service in Qatar; Northwestern University in Qatar; HEC Paris; and UCL
Qatar” (Education City, 2012, p. 1).
“Established in 2001 as a partnership between Cornell University and Qatar
Foundation, Weill Cornell Medical College-Qatar (WCMC-Q) is part of Weill Cornell
Medical College-New York and shares its mission of dedication to excellence in
education, patient care, and research” (WCMC-Q, 2011, para. 1). WCMC-Q offers an
integrated program of pre-medical and medical studies leading to the Cornell University
Doctor of Medicine degree. “Teaching is by Cornell University and Weill Cornell
Medical College faculty including physicians at Hamad Medical Corporation (HMC),
there are exchanges of expertise with faculty-physicians from the New York Presbyterian
Hospital/Weill Cornell Medical Center. Collaborative biomedical research projects are
ongoing between Weill Cornell in the US and Qatar, and HMC” (WCMC-Q, 2003, p. 1).
WCMC-Q students have “opportunities to take part in biomedical investigations.
Summer research programs enable selected students to travel to the U.S. and work under
the mentorship of leading investigators at Cornell and Weill Cornell, participate in
projects in Qatar, guided by WCMC-Q faculty and funded by the Undergraduate

22

Research Experience Program of Qatar National Research Fund” (WCMC-Q, 2011, pp.
1, 2).
Since 2005, the Mayo Clinic has been in a joint project in Dubai, United Arab
Emirates in Dubai Healthcare City. They provide “heart care services dedicated primarily
to diagnostic and non-invasive therapy, heart research, and continuing education. This is
part of their commitment to explore new models of care to meet the needs of patients in
the Middle East…providing ongoing care supported by research and education to patients
residing outside the United States” (Mayo Clinic International, 2012, para. 1).
The Cleveland Clinic Abu Dhabi is involved in partnership and the building of “a
multi-specialty hospital. Currently under construction in Abu Dhabi, United Arab
Emirates, it is scheduled at the end of 2013. A “range of tertiary and quaternary medical
services will bring the highest international standards of healthcare to Abu Dhabi and the
region...it is the result of a partnership…between Mubadala Development Company and
Cleveland Clinic. Their shared vision is to bring the highest international standards of
patient care to Abu Dhabi and the region. The Abu Dhabi Government Investment and
Development Company owns the multi-specialty hospital. The Mubadala Development
Company provides the capital and local business acumen, while Cleveland Clinic
provides clinical expertise to manage and operate the teaching hospital” (The Cleveland
Clinic, 2011, para. 1).
Culture and Cultural Competence
Culture is quite often referred to as “human behavior that includes language,
thoughts, actions, customs, beliefs, and institutions of racial, ethnic, social, or religious
groups” (Cross, Bazron, Dennis, & Isaacs 1989, p. iv). Culture has also been described
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as “values, norms, and traditions that affect a particular group’s perception, thinking,
interacting, behaving, and making judgments about their world” (Chamberlain 2005,
p.197). It is also defined as “the collective programming of the mind, which
distinguishes the members of one human group from another” (Hofstede, 1991, p. 21)
and may present as ethnocentricity (Hofstede, 1991). Because most disciplines have their
own definition of culture, concepts and models can vary among scholars (Abbe, Rentsch,
& Mot, 2008). Understanding mental models that form as a result of intercultural
experiences (Abbe, Rentsch, & Mot, 2008, para. 8) can be instrumental in cultural
education, training, and learning (Selmeski, 2007).
The massive migrations of people have caused internal shifts in how we interpret
and experience our national and cultural identities (Marsh, Bradley, Love, Alexander, &
Norham, 2007) and sense of “cultural belonging” (Suarez-Orozco & Qin-Hilliard, 2004b,
p. 3). Cited in Suarez-Orozco & Qin-Hillard (2004b, p. 173) “The ability to formulate an
identity that allows comfortable movement between worlds will be at the very heart of
achieving a truly global soul” (Iyer, 2000). Eldridge and Cranston’s (2009) study on
managing transnational education and whether culture really matters, advised that special
attention must be paid to how people communicate and interact with each other.
Cultural competence was also referred to it as the integration of ability to
transform knowledge through the use of models for better outcomes (Davis, 1997) .
Cultural competence has also been defined as a “set of congruent behaviors, knowledge,
attitudes, and policies that come together in a system, organization, and among
professionals to work in a cross-cultural setting” (Pedersen 1989, p. iv).
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Cross-Cultural Competence and Cross-Cultural Training
There are numerous definitions of the concept of cross-cultural competence.
They range from those in the fields of business, education, health, and social issues. The
ability to view cross-cultural competence from so many conceptual contexts and apparent
lack of a single definition is problematic for scholars conducting research on crosscultural competence. Researchers in the field of cross-cultural competence are concerned
about how institutions train their teaching staff for overseas assignments (Bodycott &
Walker, 2000; Dunn & Wallace, 2005; Gopal, 2011; Gribble & Ziguras, 2003) and the
outcome of their cross-cultural interactions (Coleman, 2003; Wimshurst, Wortley, Bates,
& Allard, 2006).
Brislin and Yoshida (1994) defined cross-cultural training as the process of
preparing people to be effective and efficient in carrying out interpersonal and successful
collaborations across cultures. Cross-cultural training was further defined as a process of
improving “intercultural learning through the development of cognitive, affective, and
behavioral competencies for successful interactions” (Littrell, Salas, Hess, Paley, &
Riedel, 2006, p. 356) in cultures of stark differences. Cross-cultural training was designed
to prepare people going abroad to carry out assignments and prepare them for return to
their home base (Bhawuk & Brislin, 2000; Paige, 1986).
Many international businesses enter into cross-cultural ventures through
partnerships, investments, and infrastructure and when faced with cross-cultural conflict
and differences in the way business is conducted, cross-cultural training skills will make
the difference in successful and effective resolution in cross-border transactions (Gegios
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& Taylor, 2007). International legal professionals posited that companies such as General
Motors consider cross-cultural competence an important characteristic for effective
performance in the global arena. They stated that Microsoft and other industry leaders
recognized the establishment and “broadening of cross-cultural skills as essential to
international business success” (Gegios & Taylor, 2007, para. 3). Researchers in the field
of cross-cultural competence also suggest the utilization of the critical incident
approaches with simulation exercises, and the use of role play provide a better
understanding of cross-cultural interactions and cross-cultural conflict (Bitner, Booms, &
Mohr, 1994; Cushner & Brislin, 1996; Kotler, Bowen, & Makens, 2003; Shapero, 2007).
Learning about cultures is a living skill and ongoing process that should be developed,
whether in culture-general or culture-specific knowledge, learning, and experiences.
However, one must remember that to be culturally proficient, there must be the
willingness to learn about different cultures (Slimbach, 2005).
Grounded Theory
Glaser and Holton, (2004) cautioned about the critical importance in grounded
theory methodology to “avoid influencing the pre-conceptualization of the research
substantial reading of the topic under study, forcing of extant theoretical overlays on the
collection and analysis of data” (Glaser & Holton, 2004, Use of literature, 3. 4, para. 1).
Therefore, in this study a selective sampling of pertinent literature provided a cursory
review of cross-cultural competence and cross-cultural training, to identify its importance
in the context of transnational medical education (Charmaz, 1983, 1990). Strauss and
Corbin (1990, 1998) suggested the use of grounded theory as a good design when no
adequate theory has been identified to fit a research process (Glaser, 2001, 2002).

26

The literature reviewed had a few available models, which were developed and
tested on different samples and populations. Theories were present but did not possess
variables important to this study. For this reason, a grounded theory was utilized to
examine the knowledge, behaviors, and skills of professionals who are involved in
transnational partnership. The goal was to explain how participants were experiencing
this phenomenon and identifying the steps in the process. Grounded theory provided
such a framework.
Summary and Conclusions
Researchers will argue that people experience challenging cultural interactions in
an international setting where their cultural perspectives and biases become more evident
(Esbjorn-Hargen, 2009; Janus & Smythe, 2011, 2012). Therefore, in an increasingly
globalized and multi-cultural world, it behooves institutions of education to develop
culturally competent practitioners (Chisholm, 1994). Cross-cultural competence should
not be avoided and professionals must be ready, willing, motivated, and sincere in
addressing issues and “how cross-cultural competence might apply in” (Janus & Smythe,
2011, 2012, p. 446; Koehn, 2011) diverse settings.
Given these factors, this study set out to understand the nature of cross-cultural
competence in transnational medical education partnership and to identify the knowledge,
behaviors, and skills that support its success. Implications for the study included insights
on cross-cultural practice in transnational settings. An expected benefit of this project
was to inform practice in the training of health care professionals involved in crosscultural ventures of this kind.
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Chapter 3: Research Design Methodology
General Perspective
The state of literature from various disciplines around cross-cultural competence
points to the critical importance of understanding knowledge, behaviors, and skills.
Theories provided insight into the process but were based on differing methodologies,
philosophies, and participant samples. The foundation for a substantive theory was useful
for guiding research and practice with health care professionals involved in transnational
medical education.
The cross-cultural experiences of health care professionals from Weill Cornell
Medical College-New York (WCMC-NY) involved in active partnership with Weill
Cornell Medical College-Qatar (WCMC-Q) were explored. Also interviewed were
medical students who they teach and mentor, faculty with whom they teach, collaborate,
and interact in exchanges of expertise, biomedical research projects, and mentorship.
Research question. This study sought to answer the question: What knowledge,
behaviors, and skills foster cross-cultural competence in transnational medical education
partnership?
Overall research design. Grounded theory was “suitable for studying individual
processes, interpersonal relations, and reciprocal effects between individuals and larger
social processes” (Charmaz, 2000, p. 510). Grounded theory was used as a strategy of
inquiry induced from data, which included where the study took place, the population
chosen, and the activities the participants were involved in (Charmaz, 1983; Lincoln &
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Guba, 1985; Maxwell, 2005). The research utilized Charmaz’ constructivist grounded
theory methodology, and gathered rich-word data using concurrent data collection,
comparative analysis, theoretical sampling, and early and advanced memoing to
interrogate and explore the abilities, knowledge, and skills associated with cross-cultural
competence (Charmaz, 2011). Research from the perspective of medical professionals
provided rich word-data (Geertz, 1973), as well as real-world guidance in the process
(Charmaz, 2000). This provided applicability and practicality for researchers, decision
makers, and practitioners who seek explanatory models upon which to design
professional development and services related to cross-cultural competence. The goal
was to unite the research process with theoretical development (Charmaz, 2000;
Creswell, 2002, 2007, 2009).
The research methodology was adapted from methodology used by Ross, (2008)
in an internal report to the Department of Equal Opportunity Management Institute
Directorate of Research. This report was “part of a project to support cultural readiness
for the Department of Defense to derive a preliminary operational definition of crosscultural competence and test and validate related measures in the military population”
(Ross 2008, p.1). This researcher chose to “provide a voice for individuals not heard in
the literature” (Creswell, 2007, p.102). For the purpose of this study, the researcher used
Ross, (2008) methodology as a method of developing or generating theories during the
research process (Strauss & Corbin, 1990).
Research Context
Adapting Ross’ (2008) prescreening/recruitment instrument, project briefing,
demographics form, informed consent form, and interview protocol, a proposal
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requesting permission to conduct this research was sent to the Institutional Review
Boards of WCMC-NY and St. John Fisher College (See Appendices C, D, & E). To
ensure privacy, information gathered during the study was kept strictly confidential,
stored in a locked cabinet at the researcher’s office, and in such a manner that the data
cannot be connected to the identity of the participants.
The study was conducted at WCMC-NY and at WCMC-Q. Participants were
interviewed face-to-face at the academic institutions in which they work or attend classes
and by telephone. At the beginning of each interview, the researcher gave an overview of
the project to the research participants who were “given an opportunity to ask questions
about the project and their role” (Bogdan & Biklen, 2003). An informed consent form
was presented to each participant for signature. Permission to record the interview was
obtained. All of the interviews except two were recorded. Participants were told that they
could choose not to have the interview audio-recorded or stop the recording at any time.
Research Participants
Purposeful sampling was used as a strategy because the participants were able to
“purposefully inform an understanding of the…central phenomenon in the study”
(Creswell, 2007, p. 125). This sample of professionals working in the setting of
transnational medical education was deliberately selected in order to gather information
that could not be provided from other groups (Field & Morse, 1985; Lincoln & Guba,
1985; Morse, 1991). Twenty-five participants were interviewed. These groups were
made up of six medical professionals and one medical administrator from WCMC-NY
who were labeled Group A; three medical doctors who obtained their medical degrees
from WCMC-Q, and three medical students who currently attend WCMC-Q were labeled
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Group B; medical doctors at WCMC-Q who are native to the Gulf region at WCMC-Q
labeled Group C; and six expatriate academicians (non-medical doctors) from WCMC-Q
were labeled Group D. This allowed for a diversity of perspectives and rich word-data.
The researcher used a published list of medical practitioners who traveled to
Doha, Qatar over the past three years. A letter was sent to these practitioners asking them
“to consider participating in an interview, if …able to answer yes” to the following
statements (Ross, 2008, A-5):
1. You have visited Doha, Qatar, where you interacted directly “with members
of another culture” on a regular basis as part of a transnational medical
partnership assignment (Ross, 2008, A-5).
2. You have visited Doha, Qatar within the last three years (Ross, 2008).
3. “You believe you have gained some level of competence in understanding
how to achieve (partnership) goals that depend (on teaching, training, and
collaborating) with members of another culture” (Ross, 2008, A-5).
4. “You have first-hand experience in making assessments and decisions about
people from other cultures and in interacting with them as part” (Ross, 2008,
A-5) of this transnational medical partnership.
5. “You are comfortable talking in detail…about your thoughts and attitudes as
(I) ask you to tell me about any specific … experiences you have had” (Ross,
2008, A-5).
Instruments Used in Data Collection
Each participant signed a consent form, which described the nature, procedure,
and implications of the research (Bogdan & Biklen, 2003). The first step was to conduct
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face-to face interviewing with home country personnel at WCMC-NY who teach and
collaborate with host nation personnel at WCMC-Q, in exchanges of expertise. Most of
the interviews lasted between 35 minutes to about two hours using an open-ended and
conversational style. The researcher was interested in a situation where the participants
from WCMC-NY had to manage a challenging cross-cultural interaction with members
of another culture (Ross, 2008). The goal was to seek knowledge, behaviors, and skills
competence through the eyes of academicians involved in transnational medical
education partnership (Ross, 2008). The following probing questions were adapted to fit
this study from the methodology of Ross (2008) in an internal report to the Department of
Equal Opportunity Management Institute Directorate of Research. This report was “part
of a project to support cultural readiness for the Department of Defense to derive a
preliminary operational definition of cross-cultural competence and test and validate
related measures in the military population” (Ross, 2008, p.1). An example of a probing
question that helped was: Can you think of a time when you were asked a question by a
medical student or faculty member connected to your assignment which had “a strong
cultural component” (Ross, 2008, A-13) and your cross-cultural ability really made a
difference in navigating the answer skillfully (Ross, 2008)?
Participants were asked to tell of their experiences so that data based on their
lived experiences could emerge (Charmaz, 2000, 2006; Ross, 2008). At the end of the
storytelling, the researcher asked the “participants a wide range of clarification questions”
to ensure understanding (Ross, 2008, A-13). The researcher formed a “general, abstract
theory of the process, action, or interaction grounded in the views of the participants”
(Charmaz 2000, p. 524). Line-by-line coding was used to break down information,
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categorize findings, and form concepts (Bergkamp, 2010; Charmaz, 2000). Comparisons
were done to categorize information (Charmaz, 2006; Strauss & Corbin, 1990, 1998) and
determined what other groups and steps were necessary for theory development (Morse
& Field, 1995). Elliott and Lazenbatt (2005) suggested the use of theoretical sampling to
refine the emerging theory and the quality of the findings.
Refinement of the theory was done by gathering data from participants in groups
B, C, and D (Charmaz, 2006; Elliott & Lazenbatt, 2005; Glaser & Strauss, 1967).
Medical students and faculty members of the host nation based in WCMC-Q with “firsthand experience in making assessments and decisions about” home country personnel
(Ross, 2008) who visit WCMC-Q for institutional collaboration and an exchange of
expertise were interviewed. The medical students and faculty were encouraged to speak
openly about their thoughts and feelings regarding situations and issues that impacted
their cross-cultural knowledge, skills, and abilities. Questions were kept to a minimum to
facilitate open dialogue and invite frank and honest narrative (Kvale & Brinkman, 2009).
Expatriates at WCMC-Q who developed and used an understanding of another culture to
develop cross-cultural competence were also interviewed. This diversity of participants
brought richness to the data considered to be a valuable aspect and consistent with the
interpretive research paradigm (Denzin & Lincoln, 2005; Geertz, 1973).
Early, advanced, and self-reflective memoing were engaged in during the research
process for subjectivity and the production of accurate research findings (Elliott &
Lazenbatt, 2005; Glaser, 1978). Memoing containing stories and ideas enhanced the data
(Charmaz, 2000, 2006; Elliott & Lazenbatt, 2005), and influenced how codes and
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properties related to each other (Glaser, 1978) in the emerging categories (Charmaz,
2011).
Procedures for Data Collection and Data Analysis
The raw data were “organized and prepared for analysis, interviews transcribed,
field notes and memos typed, data were sorted and arranged into groups depending on
which group was interviewed to obtain a “general sense of the data and to reflect
meaning” (Charmaz, 2006, p. 5). Questions asked throughout the reading or memoing
process were “(a) What is going on? (b) What are people doing? (c) What is the person
saying? (d) What is the tone of the ideas? (e) What do research participants’ actions and
statements take for granted? (f) What is the impression of the overall depth, credibility,
and use of the information? (g) Ho do structure and context serve to support, maintain,
impede, or change their actions and statements?” (Charmaz, 2011, p. 80). Based on the
answers to these questions, the researcher wrote notes recording her thoughts during and
after the interview sessions (Charmaz, 2000, 2006). (See Table 3.1 for steps and actions
in the data analysis process). These memos gave an account of the cross-cultural beliefs
and experiences and were useful in interpreting the voices of these participants (Charmaz,
2006; Creswell, 2007; Lawrence-Lightfoot & Davis, 1997).
Collection of codes with similar content allowed the data to be grouped into
advanced themes and sub-themes. Significant codes were sorted, synthesized, and
organized and put into categories (Charmaz, 2006; Creswell, 2007). The theory was a
collection of explanations about what constitutes cross-cultural competence in
transnational medical education (Charmaz, 2006; Creswell, 2007).
Finally, the researcher consulted literature in the field to determine the fit for this
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body of work. Literature was covered thoroughly and woven into this work. Analysis
defined essential properties, assumptions, relationships, and processes provided data to
demonstrate how this analysis was grounded in the lived experiences of the participants
(Charmaz, 2000). Lessons learned summed up the data (Lincoln & Guba 1985).
Table 3.1
Steps and Actions in Data Analysis
Steps

Actions

Transcription of
Interviews

Twenty-five recorded interviews were transcribed. A righthand margin was used on each page to enter codes in the
preliminary coding process.

Read through data

Transcribed interviews were read twice. Ideas were sorted,
put into groups, and noted in a log-book.

Analyzed and coded
data

Responses were sorted and grouped based on the research
question. Data was coded using line-by-line coding. Codes
were logged in code-book and noted for frequency. The coding
list was then finalized.

Advanced themes,
subthemes and
categories represented
in data

Themes began developing and were recorded for frequency.
Sub-themes represented in the data were put into table format.
Categories developed were based on groups of similar concept.

Density

The densest code drove the development of a theoretical
framework.

Theory development

The development of a theoretical framework used a collection
of explanations on the researched subject. A comparison of
literature was made to determine which findings were supported
or not supported.
Note. Adapted from Bouillon, B. M. (1996). Socialization experiences of beginning
elementary principals in selected California school districts. Doctoral dissertation,
University of La Verne.
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Chapter 4: Results
Research Question
In this chapter, the results with significant responses generated from interviews
are reported and derived from the guiding research question: What behaviors, knowledge,
and skills foster cross-cultural competence in transnational medical education
partnership?
“Grounded theory is qualitative theory rooted in the social sciences” (Strauss &
Corbin, 1998, p. 11). Grounded theorists inquire about institutional and social structures,
practices, and is one of the most influential models of theory construction used by
qualitative researchers (Charmaz, 1993, 2006; Glaser & Strauss, 1967).
Data Analysis and Findings
Factors mentioned most frequently by the twenty-five participants across all four
groups are described in detail. The findings of the study regarding cross-cultural
competence in transnational medical education are reported. Interviews were audiorecorded and transcribed. Memos were instrumental in giving a portrait of the beliefs,
accounts, and experiences and proved useful in interpreting the voices of the participants
(Lawrence-Lightfoot & Davis, 1997). Reported in this chapter are the themes and subthemes of knowledge, behaviors, and skills that contribute to cross-cultural competence.
Quotations are used to lead to greater understanding and to capture the voices and
experiences of the participants. Categories that developed from the themes and subthemes are also presented.
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Participants from Group A were six medical doctors and one academician (nonmedical doctor); Group B was made up of three medical doctors who obtained medical
degrees from Weill Cornell Medical College-Qatar (WCMC-Q) and three medical
students who are currently attending medical school at WCMC-Q; Group C was made up
of four medical doctors and two academicians (non-medical doctors) who are host
country personnel and native to the Gulf region. Group D was made up of expatriates
living in Qatar, two medical doctors, and four academicians (non-medical doctors).
Table 4.1 illustrates the number of participants in the study.
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Table 4.1
Number of Participants in Study
Institution/Group

Number of Participants

Gender

WCMC-NY/Group A

6 medical doctors

5 males/2 females

1 non-medical academician
WCMC-Q/Group B

3 medical doctors

2 males/4 females

3 medical students

WCMC-Q/Group C

4 medical doctors

4 males/ 2 females

2 non-medical academicians

WCMC-Q/Group D

2 medical doctors

4 males/2 females

4 non-medical academicians
Knowledge Competence
Two primary themes emerged from the transcripts with regard to knowledge
competence. They are cross-cultural learning and global leadership. Knowledge
competence has been defined by the participants as possessing international experience
and global perspective about appropriate behaviors when navigating in a culture of vast
differences. It connotes understanding shared institutional and cultural values, attitudes
of the geographical region. There was reason to believe that exposure to international
travel experiences facilitate open-mindedness, and flexibility. Participants across all
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groups believed that world travel sharpened their personal and professional identity and
how it affected their perceptions.
Cross-cultural learning. The theme cross-cultural learning referred to learning
about the nuances of a society such as its conventional norms, mores, and the respect and
values placed on personal and professional relationships.
World travel impressed on me the value of learning about and experiencing other
cultures and people. When I had the opportunity to do so in my career, I
established an office of international activities and set up very active programs of
student and research exchanges, and active interchanges. The establishment of
active and ongoing communication networks between medical students here at the
New York campus and in Ithaca with their counterparts in Qatar is crucial for
their cultural development and learning
(Participant A1).
I think international experiences and knowing about the many cultures of the
world is what makes you a better professional. You are growing and meeting
people from different countries, different cultures. In my 4th year of medical
school I got a chance to travel in Europe. I went to Prague for a conference and
Tanzania for six weeks. For student electives, I got a chance to come to New
York and Canada. These experiences taught me about different cultures
(Participant B3).
Culture-specific knowledge. This sub-theme culture-specific knowledge connotes
knowledge of the underlying values, norms, and mores of a particular culture. The
majority of the participants across all four groups spoke about interests in and knowledge
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of the host nation’s practices, conventions, history, customs, and beliefs. Study
participants were able to draw on culture-specific knowledge to assist them in navigating
within this culture of strong difference.
Home nation personnel should seek knowledge to further understand some of the
differences in the lives of students in the east as opposed to students in the west.
Professionals should attend to the relational and get to know about the students
and their lifestyles. I think you do not just show up and expect to get an
orientation. You should talk to people who were there in Qatar, before you start
teaching. Ask, what does a person do when they get up in the morning? How do
they get ready for work? Just by asking those questions, you find out that people
get up and they pray before they go to work. They have to do ablution. It is a
certain religious ritual for ceremonial cleansing. There are certain things they are
not allowed to eat. They get to the school with their chauffeur or with their own
car because of transport in Qatar. Taxis are expensive. It is too hot to walk. This
knowledge offers insight on how people get to the classroom. They may live with
their families if they are not married. They do not have studios where they live on
their own. Just asking about people’s lifestyles is a good way to prepare oneself.
They must show the willingness to learn and engage when entering the culture
(Participant B1).
Visiting and other faculty must try to learn about the culture by talking with
students after lectures, have students take them to the local market, a museum,
mosque, or perhaps a wedding. Faculty coming east must keep antenna up for
cultural differences and get to know students for relationship development. They
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must know that to succeed they must have the full respect of their colleagues and
students. This is an opportunity for visiting faculty to share advice, vision,
partnership, participation, and cooperation, to train students to take leadership
positions in the region. We must take advantage of every opportunity for the
students. It is part of the success factor
(Participant C1).
An expatriate who had to learn about the culture to live in Qatar offered the
following advice for readiness to enter a culture with strong cultural differences and
suggested.
To understand other cultures, I read numerous books, academic papers, and
media articles on the Middle East that would describe the history of countries
especially Qatar, the political situation, the culture. For me it was most helpful to
think about the values, the philosophy. This provided me additional perspective
beginning with the commonalities. What we have in common anchored me
personally, the challenges of seeing differences. I traveled extensively but not in
the Middle East previous to this experience. It takes a kind of person who is
willing to be non-judgmental about the culture as you enter it and to be receptive
to all the varieties and all the differences and just observe and learn. It does not
always mean that one needs to approve but I think in the initial stage one should
be a student of the culture
(Participant D1).
You cannot separate medicine from life. To maintain healthy relationships, and
healthy people you must learn about their culture, it helps you to bridge the gap.
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You must also know about values. For example, for people living in the desert,
water represents value
(Participant C1).
Understanding the limits of own cultural knowledge. This sub-theme connotes
that there are nuances of culture that the professional will never understand and must be
prepared to be humble enough to acknowledge differences. Many of the participants
believed that being true to oneself on the personal and professional levels through
reflection and the acknowledgment of their own limitations, provided the conduit to new
knowledge and ideas.
We look for someone coming into this culture whether as visiting faculty or
otherwise to be a person who is actively listening, someone who is not looking
down at the host. We want someone who really shows that they care by
interacting without showing concern that they are doing a wrong thing. What I
am saying is that you don’t want to appear as a guest doctor, lacking confidence
or ignorant about the culture and at all times being over-protective and asking if
you are doing a good job. Is that appropriate? Having been exposed to both
cultures for a while not only with my presence in Qatar but also being brought up
in the Middle East I know the culture very well. In addition, I lived in the U.S.
Now with me, I invite the guest doctors when they come and visit to ask me
questions. That makes me feel better if they did not have the chance to do their
homework before they came to Qatar or if they just wanted to confirm with me.
I’d be happy to inform them about it before they go to see patients or talk to
students or to interact with doctors who have not had that experience with the
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western world. So I will see the guest doctors and advise them to be humble and
again be observant…meaning have a high very sensitive observing eye for what
goes on so they can learn on the job very quickly. You do not want to be
condescending; you don’t want to be patronizing to the people. I acknowledge
the fact that the guest doctors are coming wanting to spend time and giving the
benefits of their expertise
(Participant C3).
This participant admitted to making a number of mistakes in the early months of
moving to Qatar. This happened because of limited knowledge about the culture.
Visiting faculty must know about the basic rules of appropriate behavior in public
and the appropriate behavior in conversation. That is a basic fact about the
culture, facts about the ways of life that are quite crucial. There is a book, which
is called, Don’t they know it’s Friday. We oftentimes give it to new employees. It
contains basic facts about the country, basic rules of behavior that is an important
first step. Basic simple greeting forms in the local language that also show an
implicit readiness to accept you are not coming just with who you are and
expecting everybody else to conform to you. Arabic is a dauntingly difficult
language. No native speaker of Arabic ever expects from a foreigner, a command
of the language. They are proud of the language, know how difficult it is but they
are incredibly appreciative of you trying to learn ten words. Simple gestures that
show goodwill, basic understanding of the religion, I think those are very
important
(Participant D2).
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Global leadership. The second theme, global leadership, connotes ability to
manage, understand, and lead across cultures. They suggested that true leaders must
engage with others with a clear set of values and expectations that legitimize the
partnership. Many of these participants acted within their personal and professional
values systems to clarify expectations and to master culturally challenging situations.
They believed that in the global environment, professionals must approach situations with
a strong sense of moral agency to improve the visions and aspirations of others. They felt
that having a strong self-concept and demonstration of leadership behaviors were signals
of personal and professional commitment to the partnership.
Perspective-consciousness. This sub-theme is an example of regulating behavior
and coping with ambiguity. A number of participants had moments when the roots of
their subjective thinking were challenged. In moments of confusion, they admitted to
stepping back and engaging in deep and quiet reflection on differences and
commonalities in culture.
I recognized very early on that many of the issues are similar, such as the doctorpatient dynamic. What I find compelling is how I can take a patient interaction
that I have had here in New York and draw lessons from that. How often these
come into play! They are helpful in dealing with analogous situations in Qatar.
You know, patients who feel we are not communicating enough with them or
their family about what is going on, and that happens in Qatar, New York,
Baltimore, Boston, I mean, you see that everywhere. If you learned to be a
better listener in New York because of certain scenarios with patients and their
families, chances are that you can use those strategies as a starting point in Qatar.
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Don’t be shocked if those strategies turn out to be quite helpful in Qatar even
though there are differences in the cultural, ethnic, and religious
(Participant A4).
I looked at the philosophy of the culture in the best sense of the term. I realized
that it was not just commonalities but at the highest levels it was identical. We
all want wonderful things for our children. We all want the best things for our
future generations. We all want good things for nature. We do not want to abuse
natural facilities. This is one of the things that I learned. I had to admit that I
came away smiling a little bit at some of the naïveté of my own culture, in
particular, marriage rituals and marriage traditions. We know there are many,
many problems with arranged marriages in the Middle-East and in many countries
around the world. If we can put aside that issue, we could think about the
marriage tradition of having your family help select the partner, I believe that
there is wisdom behind it. You know in the U.S. sometimes an 18-year-old
selects a partner sometimes on a whim and then they get married. In some cases
they live happily ever after but then in others they don’t. I thought that if the
parent and extended family would have a little more opportunity to voice the
selection of a partner in the U.S.…this made sense to me. I learned that some of
the cultural elements had more wisdom but the highest thing I learned was the
commonalities
(Participant D1).
Superimposed mission, values, and expectations. This sub-theme portrays how
important it is to see oneself as part of a team and for cross-cultural collaborations to
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work, there must be mission- and vision-centered integrity of the partnership agreement.
It must be superimposed and accompanied by mindfulness and diligence during all
interactions. The participants believed that cross-cultural partnership was about building
teams around common purpose, cooperative goals, and mutual respect. Most importantly
it was about knowing what, why, and who they were doing it for. In other words,
keeping the agreed upon goal in sight.
The important thing is to have respect and an understanding of another person’s
individual beliefs, culture, and what they are trying to accomplish. In the case of
establishing an educational presence in Qatar, it was very important that we had
an understanding of minds and common purpose in collaboration. What we went
over to do was to set up a type of education that Ezra Cornell proposed would be
free of sectarianism, open to any person, any study. This particular program is
aimed at training students to be physicians but ultimately to improve both the
education level as well as a level of health care in Qatar, and by doing so to have
a positive impact on that part of the world. Shared vision is very important.
Partnership is very important, but also in the Middle Eastern Muslim culture,
personal relationships and friendships in developing trust over a period of time are
extremely valuable
(Participant A1).
Many of the participants spoke about having knowledge of filial piety and the
importance of family members when dealing with issues of health care.
I think it was during my rotation that I had a family meeting together with one of
the attending physicians from WCMC-NY who came to visit. There is a stigma

46

in the east where psychiatry is viewed differently. In the U.S., a very sick person
can present to the hospital and the patient might be part of the decision and able
to exercise that right. It is not the same way in Qatar. It works differently. The
family is more involved and I really liked how the Attending coming from
WCMC-NY realized that. He did not just look at the patient. He included the
entire family. He called them into the meeting and involved them in the decision
making process. He realized immediately that the process is different in Qatar.
He handled the situation professionally in every way. That really got my
attention and respect
(Participant B3).
I remind the students, medicine has its own universal language. Physicians
practice under the four basic tenets of bioethics, and medical ethics. Respect for
autonomy. The patient has the right to refuse or choose their treatment. For
example, beneficence, a practitioner should act in the best interest of the patient.
Non-malfeasance, first, do no harm. I think the most helpful that I will consider
to be the undergirding of all of these is justice. Being fair, treating everyone with
respect, and providing a standard of care for patients is a helpful guiding
principle. The justice principle helps you cut through that by ensuring that you
learn as much as you can to deliver the most personalized type of care for that
patient
(Participant A4).
In reflecting on time control and having a personal/professional values system one
participant believed that as a leader, there should not be a fear to speak up for what would
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be of professional benefit to the students in their career as global leaders. This participant
took a leadership role to control a situation that could prove embarrassing to the students
in another place and time, and in their training to be world-class professionals. In this
situation it was about respecting the value of time, and how critical the element of time is
to the medical profession
One of the cultural norms in the Middle East is tardiness. It is expected…I think
for me I have had a hard time with that because I am a very on-time person. So
when I went there…let me give you an example…a few years ago when I went to
do medical rounds, four of the students did not show up on time. They came in
20 minutes later and strolled in nonchalantly. I chastised them. They said,
“Nobody ever told us that we can’t be late. We did not understand that.” And I
told them “You do not do this in New York”…and so there are examples like that
where a behavior might be considered sort of standard in Doha will be considered
egregious in the U.S. There are certainly some of those examples where you do
have to set limits in certain situations and I think that was one of them
(Participant A5).
In making professional decisions, this participant urged students to be mindful
and vigilant during cross-cultural interactions, and in order to improve quality of care,
ask for clarification on what is not understood.
I tell students to think about what is in front of you. You need to just take a deep
breath and ask the question - What am I delivering? Is it the same quality of care
as what I deliver in a similar situation with a different person? Have I really done
the basic standard of care for this patient? And that often includes tailoring your
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intervention to their life circumstance, think ahead, try to anticipate issues you
may encounter. If you do not know what the issues are, ask a few more questions
(Participant A4).
I know that depending on which culture the patient comes from that could affect
the treatment in a major way. That’s why I think it is very difficult for any
medical doctor to be aware of all the cultures, I can tell you that from being a
student at WCMC-Q and as a native of the Middle-East. I met a lot of American
professionals working in the hospital in Qatar. So I got to integrate all of this
cultural-knowledge and I can tell you that in Qatar the patients were not just
Middle Easterners. Just to name a few, we had patients from India, Bosnia, the
U.S. and Egypt. The patients come from different cultures. I got the opportunity
to learn about all kinds of different cultures. I found what really helped me with
that was to be really open and to ask the patients if I did not know something. It
also benefitted me that there were doctors from the U.S. visiting and expatriate
doctors, because I knew that I wanted to come and do my training in the U.S. So
they shared their knowledge coming from the U.S. Basically, they shared with us
their experiences in the U.S. and compared these experiences to Qatar
(Participant B3).
I worked on a poster about medical education in Qatar and I used faculty
members here as well as in Qatar. These projects helped me to keep these links
up in medical school residency fellowship. You try to have projects that link the
two campuses and keep people involved so that we do not become two separate
campuses. We are learning with one another learning from each other. It is really
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enriching. It is good to live in different parts of the world. I think it is important
to have your education at different institutions whether they are within the same
country or internationally
(Participant B1).
The glue that allows these cross-cultural interactions to succeed is a common
goal, a common denominator for people aspiring to be clinicians. This is strongly
felt regardless of where you are, who you are, or what your ethnic background is.
This cuts across any of those barriers I think we all share as physicians or
physicians-to-be. It is a desire to serve people with our knowledge. I know the
student-perspective, I know what their expectations are, what types of careers
they want for themselves, and the cultural constraints that they have to deal with.
When I went to Qatar, it helped me to gain a better sense of who the students were
and to subsequently evaluate them here as clinical clerks
(Participant A4).
The students in Qatar are no different from any medical student here because they
are students working towards not only learning the curricula but also working in a
very diverse setting
(Participant A7).
These participants recognized the interplay of cultural, social, and personal
identities in this culture of difference. When going to Qatar, medical professionals must
know that the students in the east have the same aspirations as students in the west, and
the religious, cultural, and ethnic influences of their lives. All of the students who were
interviewed expressed an interest and excitement in doing their residency in the United
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States. They recognized the importance of international learning experiences and also
expressed a curiosity about new cultures.
Behaviors Competence
Behaviors competence has been defined as engaging in behaviors appropriate to
the culture of difference. It connotes awareness of how behaviors reflect on others in the
local context.
Authenticity. The theme authenticity illustrates the behaviors that allow one to
maintain moral integrity in partnership interaction. Many of the participants reflected
that their behaviors must be in balance with their personal and professional identities.
They believed that to establish a climate of trust, their communicative behaviors must
provide clarity, openness, and demonstrate a deep and abiding respect for partnership.
Transparency, relationship, and mutuality in partnership. For relational
transparency and mutuality to be evident many of the participants felt that they had to be
conscious of their personal and professional motivations, feelings, and how their sense of
moral agency interacted with the outward environment.
You want to let the host know what your role is and that you are not there to
threaten anyone, you want to avoid these things. You just want to accept and
invite to excellence rather than criticize and negatively critique.
(Participant D3).
Most people are usually open and intrigued by difference, especially when it is in
a comfortable and welcoming situation. If it is in a student-teacher relationship
by definition people have entered into partnership. If it is a physician-patient
relationship, people have entered into partnership and so the differences are
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acknowledged but they are not necessarily seen as a threat. Do not be overly
defensive about yourself and who you are and what your tradition or culture is.
Obviously be sensitive. Try not to change your behavior because you will come
across as artificial and insincere. I think part of this is to be truly aware, be
conscious but relax at the same time
(Participant D2).
Generosity of spirit. This sub-theme connotes that a person should respect his or
her own and another person’s moral worth. Many of the participants across all four
groups suggested that it is about possessing a generosity of spirit, valuing commonality
with, and the importance of other people. Generosity was reflected as empathy, being
intuitive, understanding the minds and hearts of others, and the willingness to put oneself
in another’s situation. It was about exercising a holistic approach in developing
education instruction that was mutually beneficial; facilitating mutual interaction,
ownership in decision-making, non-imposition of agendas, and avoiding paternalistic
behaviors at all cost.
It starts off on a personal level. One has to personally accept the importance of
other people who do honest work. My parents taught me this and instilled this in
me that somebody who is out in the street digging a ditch, somebody who is
working hard at doing that, making it possible for you to get water, or have your
sewage taken away deserves your respect. What that person is doing is just as
important to him as what you are doing is to you. So it is important to understand
that people at all levels in society who are making an honest effort to contribute
deserve respect, and this applies regardless of ethnicity, or color of skin, or
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nationality. Part of what we believe will influence future generations of doctors
and trainees is the implicit education that is learned by observing others, making
rounds, by going to conferences, meetings, seeing how our peers and our mentors
behave, how they treat others, and the respect that they show for medical
education. These are important ways in which we achieve cultural education
(Participant A1).
Humility is key. You have to recognize this in interacting with your colleagues,
that they have as much value as you do. In instructing students from different
cultural backgrounds, they must know that there is a common purpose that
everyone is working towards. It must be clear, that they are being trained to help
the sick and populations of patients who are very diverse. We have to impress
upon students acknowledgement of patients from different backgrounds and what
is important in the health of the patients and that beneficence has a lot to do with
humility and non-dominance
(Participant A7).
What I have learned from going and being abroad is that the world is so multiple
and plural and cosmopolitan, that it even defies the categories that we lay down in
relation to nation and religion. When you get up in the morning and this passes
through your head, you get on with the business of believing that everybody has
this authentic deep integrity that you need to bring out through education
(Participant D6).
There is one thing that took me a long time to realize. For students here, the
family is very, very important. When we look at a life choice, medicine, or any
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other career, from a western perspective, we tend to emphasize the individuality
of the choice. We choose medicine because we want to serve our patients
because we feel that that is our calling. In the east, it is based on the value; I
really want to make my parents proud. Is that not a noble cause? So it is a
fundamental cultural difference. Part of the individual calling towards a path for
your life, while at the same time the value of a sense of truly belonging to your
family, your clan, your nation. You have to make a choice and so being aware that
values can conflict. There is no perfect solution to the idea of behavior, the idea
of choice, the path of life. We have to respect that. If I had grown in that culture I
could live by those values. I can understand why people would and that is an
important frame of mind in seeing issues through the minds and hearts of others
(Participant D2).
I have never had one of our students or one of our doctors go to visit Qatar or our
program in Tanzania, which is in one of the poorest parts of the world, and come
back and not feel that they have been enriched by the experience. When the
students or the residents who have been to Tanzania come back, they say, I really
feel now…I know why I really went into medicine
(Participant A1).
The cultural differences were huge to me. It was important for me to be
continuously self-aware and engage in perspective-taking to understand how
religion and tradition were central to the society and how people integrate these
into behaviors of how they work, how they act. I suddenly became aware of
hierarchical nature of the society. I recognized the immensely respectful
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interactions of the students. They were initially afraid to approach but through
relationship they soon grew vocal and willing to share their points of view
(Participant A3).
Home country professionals must have a curiosity for new ideas and
environments and exhibit a personal kindness, graciousness, and generosity of
spirit. They must have a willingness to engage. They must be open and receptive
to different ideas and situations whether or not they raise questions in the mind of
that person when entering this new environment. There were a lot of surprises to
me about how I too was socially constructed in my culture just as all of us are
socially constructed in our culture. But what I learned was to separate the culture
from the value system and to study their high value system. I realized that
harmony is high on the list and one can have a voice but one has to do it in
a way in which you don’t disrupt the harmony of the culture
(Participant D3).
Conscientiousness. Conscientiousness in partnership connotes working diligently
to build strong relationships and engagement to drive excellence. Conscientiousness
creates sustainable organizations, understanding, and participation in the education
process, and strengthens decision-making. The participants believed that conscientious
partners lead through example and help others to set and achieve goals through an
invitation to excellence. This is not only important to the organization, but to personal
development and the exercise of personal leadership. This type of behavior supports
people who are better able to perform tasks and align personal ambitions with the
organization’s mission and goals.

55

At whatever level you are at, your job essentially is to maximize productivity, so
you have to understand what motivates people. You have to be sensitive to
cultural issues. Let us use Qatar for example. One of the things I have learned
from Qatar was that they do not want us from the west to come in and say, “well
we are really smart and we have been doing this for years so this is how you do it.
They understand that we have expertise and infrastructure that they do not have
but they want to develop their own expertise. They feel very strongly, are very
smart, and those who are motivated can really do well. You have to recognize
that they want to develop their own capacity. And so our job is not just to tell
them how to do it, our job is to work as partners and help them develop the
capacity, so that they can do it, and get the credit for it that they so rightly
deserve. You have to be motivational and understand other people’s personal
drivers. You have to be culturally sensitive to that and it’s very similar in my
view to marriage. Why does a marriage work? Marriages or relationships that
work happen when the agenda is superimposed. If the agendas are different,
inevitably, there will be conflict. And so this is true in marriages. It is true in
collaborations. It is true in leadership. First, you have to try to be working with
people who have a similar agenda. You want people to be best educated, to work
hard, to learn, to be the best doctors they can be, the best researchers, so that is
part of it but you also have to be tuned in to where the agendas do not merge
(Participant A5).

56

Professional commitment. Giving feedback and encouragement is important to
motivating and building a stronger team, commitment, and development. They believed
that if engaged holistically, there is increased personal and professional effectiveness.
Obviously, there has to be strategic value and one must give strategic partnerships
some time to endure. There must be people who have personal characteristics,
which are desirable to make these partnerships successful. If not, that can hinder
the progress and development of true partnership. You clearly must have
strategic imperative underlying all of this. Both parties need to recognize the
strategic interests in making this partnership successful, but yet without having
the right personalities it will be delayed, and/or at times not succeed which has in
fact happened during the lifetime of this partnership
(Participant A2).
Skills Competence
Communication. Each discipline defines communications differently but most
agree that it is exchange of meaning through verbal and non-verbal interactions, signaling
respect and regard for the other person or people in the communicative process. In
transnational partnership this level of communication fosters and improves relationships
cross-culturally. For example, in Middle Eastern cultures, the harmony of the group is
important so people tend to avoid saying anything that might be thought of as offensive.
The first thing is to really be aware of the cultural differences, which do occur,
not necessarily because the cultures are different, but also because of geography
of thought. The physical distance makes a big difference and one needs to be
aware of it. The second thing of course is the cultural difference. Everything that
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we may interpret in a different way in the Western culture might be interpreted
somewhat differently in the Middle-Eastern and Eastern culture. Having grown
up in the Eastern culture, having lived in the West and then going back, I have
always been quite aware of cultural differences. So much so that sometimes I am
on a conference call with colleagues in New York and Doha and the
understanding, the interpretation, the gist of what they get out of it, might be very
different from each other. So I think the first step is to be aware of this. This not
only is a distinct possibility but this is a sure thing that people interpret events
differently and communications are very different depending upon where they
live and what their cultural background is
(Participant A2).
Interpersonal engagement. Many of the participants viewed engagement as a
vital skill that was important to planning and collaboration. They believed that diversity
of thought brings to a partnership inclusion and sustainability. To be conscious of
mission, vision, purpose, philosophy, goals, and what is happening in the environment
brings sensitivity to partnership. They also stated that tolerance for complexity, improves
verbal and non-verbal communication, and is tied to mission, vision, honor, reputation,
integrity, and character.
Most people go to foreign places and enter on their own terms. That will never
work. You have to go with an attitude of constructive engagement…do not go
with a rigid fixed agenda. We all have our own objectives, and want to have them
fulfilled, but we must adjust them here and there. I have adjusted myself to the
people who come aboard. I went into Qatar and was acceptable to change and
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listened very carefully. I knew what had to be accomplished and how I was going
to fit into the fabric and for me it has worked very well, challenging, but worked
well because I knew earlier on that I needed to constructively engage to get my
work done and that has worked well
(Participant A6).
I have seen patients, families, and the whole team dynamic and saw it very
differently in New York. I was able to have exposure to two different cultures and
integrate them. Religion feeds into the cultural life of people from eastern
cultures. You have to respect people’s religious beliefs when relaying
information and making certain recommendations. For example, in Islam men
and women are not allowed to have physical contact unless they are married.
Some patients still prefer to have a same-sex doctor and they will tell you that. I
was not allowed to shake hands with the women or even look at them. When I
came west I was totally used to that. This did not faze me but for a lot of the
residents with a Western background, it fazed them. I had to explain to them that
this is important in engaging with people from many of the Middle-Eastern
cultures
(Participant B1).
I think the answer is to be very sensitive and to try to learn so that you can begin
to pick up the different cultural cues that will help you in terms of guidance. Let’s
say for a young person who had to integrate himself …you cannot go in and say I
am going to change this. The cultural things you cannot change. We are
successful in certain things in the west for a whole complex number of reasons
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and that may be harder for them. So my observations in Qatar compared to the
U.S. is we tend in the U.S. to be more independent as individuals. We make
decisions as individuals that in other societies the Middle East is one…where the
hierarchies are much more dominant
(Participant A5).
In teaching moral codes and social values, and talking about how different
societies might approach a social issue, there was international perspective
because the student body is international. They have an Arabic culture, speak
English, and are native to the region. I approached issues globally letting them
explore differences and distinctions among all these topics acknowledging the
opposition to any issue and then making their arguments. That was a way of
teaching them without imposing any value system, or culture on them
(Participant D1).
Use conservative behavior that is always a positive starting point. Observe, have
the capacity to be aware when everybody is staring at you, and realize that you
are doing something wrong…that is very important…understanding the right
way of engaging in a conversation, a professional conversation. Here you get
there never without first having some very pleasant simple conversation. Just to
get to know one another. That is a dramatic difference between the western way
of doing business today. So I think that certainly tolerance and awareness for the
difference but in a way to take the partnership to the long term. One of the things
is to understand how people engage in the personal relationship. Do not just go
straight to the truth. You just first get to know the person and make everybody
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comfortable then you can go discussing even difference of views, difference in
opinions. You get there first
(Participant D2).
You do not go to Qatar with the idea that you know immediately how to do
things better. If you are going to take that step, you need to be smart enough to
know that you are going to need to spend a lot of time before reaching any
definitive conclusions about anything. That is true of any situation that I find
myself in here in New York. It takes time to have a clear sense of motivations,
incentives, the overall structure to figure out how people are interacting, what
incentives are in place in a work environment, motivations that are encouraged or
discouraged. It is a basic rule of thumb that you do not want to pretend to know
something until you have spent time cataloguing your observations
(Participant A4).
As an educator, I think you should not just teach active listening. You should also
teach active observations, and how students should present with humility and
open-mindedness about the norms that are not their norms and get them to accept
the idea that what might be my norm might not necessarily be the other’s norm.
They have got to be prepared with skills on how to communicate cross-culturally
and bi-culturally, and know the effects of being judgmental and the dangers of
engaging in stereotyping
(Participant C3).
If you are vigilant in New York you are going to be vigilant in Qatar. If you are a
genuine listener in New York, you are going to be a genuine listener in Qatar and
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it is only going to serve you well. I don’t think you should completely re-invent
yourself. As a physician dealing with patients in Qatar, you are going to be
shocked at how similar the needs of the patients are even in a place as far away
and in a cultural environment as different as Qatar. We are very plural here in
New York and so it makes whatever we encounter over there less likely to be
either problematic or foreign. So we go over there and immediately there are
dynamics you can observe that are very similar to the dynamics that we already
see here. I think our hospital here in the U.S. very accurately reflects the full
spectrum of the socio economic and ethnic contexts in health-care
(Participant A4).
You come to the Middle East, let’s say, Qatar, in the doctor-patient-family
dynamic you need to know who is the person you need to talk to it could be the
husband if it is about the wife. If a patient or family member in the hospital, it
may be the uncle in the family who is the main man. Then how do you learn
these things it comes from experience. You would be an inefficient doctor if you
say I want to be very rigid about this. This is how I was taught and I will just talk
to the patient. Well the question comes up you may in fact create an impediment
or an obstacle in delivering good health care to the patient just because of your
actions
(Participant C3).
If you make a faux pas it will be understood as well, you know obviously there is
a difference and this often this gives rise to laughter. I can tell you about an
episode. When you go here to a bakery or you buy a tray of fresh sweets, during
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the preparation of the tray they always offer you one, and if you want to try one
you are allowed to try one. I was invited to dinner, went to the bakery and they
were getting the plates ready, it was 5:30pm, the sun was setting, and I was
craving for a little cookie and I asked to try one and the gentleman kindly gave me
one and he said, “You know its Ramadan, you are not supposed to eat in public.”
I said “OMG”. He just laughed. Was it a faux pas? Yes, but you know my
reaction was absolutely sincere. I realized that okay…it is not part of who I am to
be aware of this right away
(Participant D6).
Be open-minded; accept difference in culture, personality, and orientation. There
is always room for improvement and interaction. Just keep a positive manner.
There is a lot of success using that approach
(Participant D2).
Yes, part of leadership is having everybody feel that they are part of the decision
in terms of what you do. This is the way you educate medical students. The way
you do it is by asking what do you think about this and it may be that the ideas are
not good or they may be terrific but inevitably there will be overlap. You just
have to be very open-minded
(Participant A6).
Dynamics consciousness. This sub-theme depicts the importance of reflecting on
subjective and objective experiences, and communicating these experiences clearly and
honestly.
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Use as much as possible of all of your life experience to try and understand but at
the same time do not think that you can come up with a theory of everything. Be
prepared to be surprised which also means it is important at the same time to
always be yourself, because most people are aware of the differences. It is not
just you as the physician or educator that needs to be culturally sensitive. You are
aware of the cultures of difference, so are the students
(Participant D2).
The doctors at WCMC-Q are terrific physicians and I do not think I brought
anything unusual. I think the fact that I am there with an interest in patients,
their way of practice, with an interest in spending time with them is important in
cementing the relationship. I think the clearest motivation for having us interact
with the folks in Qatar the way that we do comes from the needs of the students.
So they are really the reason why we are there. We are there to cement their
relationship with the parent/home country institution. We share the Cornell
moniker, and by going there, we help the students feel that they are part of a
larger community
(Participant A4).
In any partnership as it is true in marriage and true in any collaboration. The
concept of partnership and collaboration is that you lose control. You do not have
the same control you have if you are working alone but you gain because the pie
gets bigger and if you understand that concept then you can enter into
collaboration and be willing to give up something
(Participant A5).
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After a period of time, after five years, we sat down, we looked at what was
happening, we saw the progress and said what we would accomplish in ten years
and now as we go forward it is important to constantly review what is happening
to challenges and successes. There will always be challenges to success but we
need to look back and see where we need to fine tune and adjust. I think this is
exactly what is being done and I think we are doing great. Partnership, strategic
structure, and individual connections they form a trust factor in the big strategic
mission. So most of us are going in with previous international exposure and
exposure to Qatar. But with new people coming they are going to learn from our
experience, it is the right thing to do, and makes our mission very unique
(Participant A6).
The voices of these participants bear witness to the fact that in the student-teacher,
doctor-patient, peer-to-peer relationship, people are listening and paying attention to
behaviors. Individuals must be self-aware with values grounded in a strong sense of
moral consciousness and integrity. They must be prepared to be vigilant and mindful in
cross-cultural interactions. They must set standards for learning, values, and expectations
and recognize how their individual behaviors interact with the behaviors of their
counterparts.
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Table 4.2
Themes and Sub-Themes from Research Question
Knowledge Competence
Themes

Sub-Themes

Cross-Cultural
Learning

Culture-Specific Knowledge

Global Leadership

Perspective Consciousness

Understanding the Limits of
Own Cultural Knowledge

Super-imposed Mission, Values,
and Expectations

Slimbach, R. (2005). The
Interdisciplinary Journal of
Study Abroad, 11, 205-230.
Morrison, A. J. (2000). Human
Resource Management, 39, 117131.

Behaviors Competence
Themes

Sub-Themes

References

Authenticity

Transparency, Relationship, and
Mutuality

Avolio, B. J. & Gardner, W. L.
(2005). The Leadership
Quarterly, 16, 315-338.

Generosity of Spirit
Conscientiousness

Professional Commitment

Barrick, M. R. & Mount, M. K.
(1991) Personnel Psychology
44, 1-26

Skills Competence
Themes

Sub-Themes

Communication

Interpersonal Engagement
Dynamics Consciousness

Lustig, M. W. & Koester, J.
(2006, 2010). Intercultural
competence: Interpersonal
communication across cultures
5th, 6th eds, New York: Pearson
Education, Inc.,
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Conceptual categories of cross-cultural competence. In grounded theory
categories are formed. These are the basis for the formation of a theory or hypotheses
(Charmaz, 2000, 2006), which are presented in Chapter 5. The densest code most
imbedded in the themes and sub-themes, and which occurred in relationship or property
(Bergkamp, 2010) was respect. Respect described how the majority of the experiences
were represented in the participants’ reports on cross-cultural competence in transnational
medical education partnership. In grounded theory, the results are judged by four
criteria; “fit, relevance” (Charmaz, 2011, p. 54) workability, and modifiability (Glaser &
Strauss, 1967; Glaser, 1978). Respect was refined into the following categories: (a)
Recognition Respect, (b) Evaluative Respect, (c) Mutual Generativity, and (d) Conscious
Conscientiousness. Brief definitions of these categories with theory implications are
illustrated in Table 4.3 and will be discussed in Chapter 5.
Summary of Results
The practice of medicine is governed by conscience, respect, and dignity. Middle
Eastern cultures place a high weight on respect in all interactions. The individual must
begin the cross-cultural journey with the agency of common humanity, recognizing and
celebrating individual and collective dignity and value. Navigation in cultures of
difference must be approached with an open mind. Situations may not always work
desirably so personal adjustments must be made. There must be flexibility and
frustration-tolerance, accepting that there are other individuals with different cultural
behaviors and attitudes. As a professional, the true mission must be superimposed.
There must be engagement, and in engagement, there must be mutuality and common
purpose. Leaders must be aware of how their behaviors relate to or influence the needs
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of others. In the transnational arena, stakeholders must be committed to building an
impressive global partnership where everyone is valued, creating an environment where
the elements of respect, reciprocity, mutuality, generativity, transparency, consciousness,
and conscientiousness are fostered and encouraged.
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Table 4.3
Conceptual Categories of Theoretical Framework for Cross-Cultural Competence in
Transnational Medical Education Partnership
Category

Definition

Theory Implication

Recognition
Respect

Respecting and understanding the
importance of other people and
their individual beliefs, cultures,
and ambitions. This is based on
the fairness and equity principles
of social justice.

It is the motivator for meeting
and exceeding goals and the
catalyst for self-actualization.
It promotes efforts and
behaviors that benefit the
organization and performance.

Evaluative Respect

Honoring the host as competent
partners, through positive
appraisal, esteem, and admiration
for standards of excellence.

It engenders empowerment,
synergy, and trust, common,
and collective agency and
promotes efficacy.

Mutual
Generativity

Reinforces relationship building,
provides focus on purpose, gives
meaning to interests and goals of
interdependent parties working
together to achieve a shared
mission and vision. It is the
willingness to continuously work
at relationship building to benefit
future generations.

Social justice becomes
codified in behavior, through
demonstration of equity and
fairness in collaboration.
It connotes shared purpose
and never taking friendship or
partnership for granted.

Conscious
Conscientiousness

Awareness and mindfulness of
moral agency and commitment to
the ethical and moral application
of knowledge, behaviors, and
skills competence. It is doing
what is right, effective, and
efficient in partnership.

It promotes genuine
listenership, reflective
abilities, and motivation. It is
the embodiment and
integration of pro-socialness
and adaptive agency in crosscultural settings.
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Chapter 5: Discussion
Introduction
The voices of the participants captured an account of the knowledge, behaviors,
and skills competence that professionals must engage in for effective transnational
partnership. Chapter 5 includes study implications, which are guided by the research
question: What knowledge, behaviors, and skills foster cross-cultural competence in
transnational medical education partnership? This question is important since crosscultural competence has been under-researched among health care professionals in the
context of transnational medical education partnership.
The researcher consulted literature in the field to determine the fit for this body of
work. Related literature was thoroughly investigated and woven into this chapter
(Charmaz, 2000). Additionally, this chapter will address the study’s limitations and
recommendations. The lessons learned sum up the data (Lincoln & Guba 1985).
Implications of Findings
The purpose of this study was to unite the research process with theory
development. The study design used a qualitative grounded theory approach as a method
to explore and create a lens through which to look at cross-cultural competence that could
be new or useful in the context of transnational medical education partnerships. The
findings provide rich qualitative data and an explanatory model upon which to design
professional development training and services related to cross-cultural competence.

70

Lastly, the study contributes to the literature on cross-cultural competence in
transnational medical education partnership.
The research used a qualitative grounded theory approach to explore the
experiences of 25 professionals engaged in transnational medical education partnership.
Interviews and memos served as the main sources for the study. The research was
conducted at Weill Cornell Medical College in New York and Weill Cornell Medical
College in Qatar. Narrative inquiry consisted of audio-recordings, documentation, and
analyses of the participants’ individual accounts and experiences.
Based on the diverse group of participants and observations, an
inductive/deductive approach to identifying relationships in the data was used (Hood,
1983). Memos were constructed early and later on in the research process (Charmaz,
2011). In the coding stage, theoretical memos were used to explain how codes were
related to the data (Glaser, 1978, 1998). Memoing was also utilized for any ideas based
on personal prejudices and the individual experiences of the researcher (Glaser, 1998). In
order to interrogate and minimize researcher bias, Charmaz, (2000, 2006) suggested
reflective practice and that the “researcher represents them in written reports” (Charmaz,
2011, p.189).
The research used theoretical sensitivity to identify the objectives and actions of
the participants and interrogated the studied experiences to establish connections in
building the theory (Strauss, 1987). Coding was broken down into themes and subthemes. Then, a conceptual framework was formed which provided the foundation of a
theory.
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“Theory is powerful and organizes what professionals pay attention to and how
they pay attention. It shapes beliefs that in turn shape action” (Domahidy, 2003, p. 76).
Several theories grounded this discussion. They are Kant’s (1785) moral theory which
recognizes the dignity of humanity in everyone; Roger’s person-centered theory urging
us to value others; Kelly’s (1963) personal construct theory which postulates that it is our
interpretation of experiences that can make life worthy or diminish the worthiness of the
experience, Rawls’ (1971) social justice theory which reminds us that for social justice to
prevail, one must be vigilant and promote equity and fairness in decision-making;
Bandura’s (2001) social cognitive theory which describes moral agency as a signal of
respect and pro-social behaviors; and emotional intelligence theory and its five
components as developed by Goleman (1995) which encourages individuals to follow the
heart through awareness and conscientiousness.
The code respect was the first and densest code to emerge from the data. It was
positioned in each theme and sub-theme (Holton, 2007). Cited in Dillon, (2010) respect
has cognitive, affective, and conative components (Bloom, 1956; Dillon, 2010; Downie
& Telfer, 1969; Frankena, 1986).
For this study, in the cognitive domain, respect was recognized as awareness of
others, for example, their respect-warranting abilities. It also connotes that professionals
must understand the meaning of partnership and accommodate respectful decisionmaking through inclusion. There must be consciousness to meaningfully appreciate and
respect the magnitude of partnership and what it means to the strength and reputation of
institutional practice. The individual must be capable of making judgments about the
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importance of partnerships and demonstrate understanding of the norms, mores, and
values of a different culture.
For this study, in the affective domain, respect was recognized in the motivation
of the participants to be actively involved in the building of a knowledge and learning
society. Many of the participants spoke about commitment and conscientiousness to the
mission and values of the institution. They reminisced about the values of honor and
nobility, which are imbedded in the practice of medicine, when as medical practitioners
they consecrated their lives to the service of humanity. They demonstrated willingness to
be humble, understand the perspective of others, suspend judgment, exercise emotional
intelligence, and draw upon analogous experiences in resolving conflicts (Goleman,
2004; Tervalon & Murray-Garcia, 1998). In the conative domain, respect was recognized
in motivation and disposition to accommodate and commit to appropriate and satisfying
cross-cultural encounters (Slimbach, 2005).
Respect is the “single most powerful ingredient...in the creation of a just society
(Lawrence-Lightfoot, 2000, p.13). Expressing respectful behaviors towards others
signals regard for their personhood (Dillon, 2010). Respect is synonymous with positive
regard, which is an attitude that enables us to value others (Rogers, 1959). Positiveregard is used in Person-Centered Theory and can be applied to individuals involved in
growth-oriented enterprise (Rogers, 1959). Positive regard is also applicable in this
setting as success in the global arena is dependent on individual and collective crosscultural abilities, achieving common goals, and working toward common efficacy.
Positive regard develops when professionals bring attributes that promote mutuality,
generativity, and sustainability to the partnership. It is based on steering people in
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positive directions accompanied by mutually agreed upon partnership goals and
objectives with proper institutional and collegial support in place. When key decision
makers are proactive, they engage and empower others. They also exhibit the proclivity
for pro-socialness and signal that people are worthy of trust, capable of making decisions,
that could affect their future and move them forward in accomplishing goals (Capuzzi &
Gross, 2007). The literature review identified several manifestations of respect.
Recognition Respect and Evaluative Respect were identified as suitable for categorizing
many of the responses in these findings.
Recognition respect. Recognition respect has been described by Darwall, (1977)
as a duty of virtue and moral obligation to recognize the dignity of humanity in other
human beings (Kant, 1785). Recognition respect has also been referred to as respect for
another person’s moral personhood and is in action when we recognize someone else’s
rights and personal “value as equivalent to our own” (Calhoun, 2005, p. 88). This form
of respect was also referred to as interpersonal recognition respect and connotes that all
persons equally and morally deserve respect simply because they are human (Dillon
2007; Kant, 1785).
Studies based on social justice theory interrogated the process of fairness
principles and investigated acting cooperatively with others. They revealed that
interpersonal recognition respect among group members elicits extra effort and behaviors
that benefit the performance of an organization (De Cremer, 2003; Miller, 2001; Rawls,
1971; Simon & Stürmer, 2003; Sleebos, Ellemers, & de Gilder, 2006; van Quaquebeke,
Zenker, Eckloff, Tyler, & Blader, 2009). Smith (2007) believed that several values are
fundamental to social justice in partnership. Smith believed that to complete the process
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of fairness and justice, there must be “cooperation, collaboration, integrity, and
compassion” (Smith, 2007). These values are illustrated in Table 5.1.

Table 5.1
Expansion of Concept of Social Justice in Partnership: Synergos Corporation
Value

Definition

Collaboration

Achieving better results through inclusion, participation, and
partnership.
Embracing diversity and connecting people across boundaries.
Being open to new and differing opinions.

Integrity

Being honest and transparent.
Consistently honoring values.
Treating others fairly and with respect.
Keeping commitments.

Compassion

Seeking to understand before being understood
Demonstrating humility.
Being of service to others.
Expressing concern for others.

Note. Adapted from social justice and inclusive partnerships. A reflection by Barry
Smith, 2007, for the Synergos Global Senior Fellows Meeting, New York.
The social justice principle in this study revealed that in this partnership,
collaboration is fundamental to achieving shared goals and vision and producing
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meaningful results for all stakeholders. It is signified in the building of human capital
and allowing others to feel a sense of empowerment and equality in practice, and
commitment to improving the quality of life through quality education. Embracing
collaboration and diversity of thought is the harness for best business practices and
knowledge-management. These are espoused to be essential drivers for building worldclass organizations and working and learning environments. The justice principle when
enacted in policy and procedure is synergistic and conveys understanding and
appreciation of talents and skills, thereby, encouraging ownership and decision-making in
partnership.
Compassion in the transnational partnership experience is the display of genuinely
accepting another person from the space of their humanity. Mutual interactions involve
caring and empathic understanding. These virtues lead the individual to expressions of
confidence, which is especially important in communication as it transmits sensitivity,
warmth, and collegiality. When people listen intently and are present in the moment,
they ask questions for meaning, to solidify sharing, and engender trust.
Social cognitive theory describes agentic morality as a signal of respect and prosocialness (Bandura, 2000) when navigating cross-culturally (Betancourt, Green, &
Carillo, 2002). To respect others, one must be involved in positive actions and attitudes
considered to be a component of agentic morality when demonstrated in behavior. The
term agency is quite often referred to as making things happen through one’s actions and
behaviors (Bandura, 2001). Pro-social behavior begins with acknowledging another’s
personhood, making them the focus of attention, accompanied by cooperation and
collaboration (Brief & Motowidlo, 1986). In this partnership, pro-socialness is
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recognized as fairness, kindness, and civility with the worth and dignity of the individual
as the overarching principle (Covey, 2006). Recognition respect is a cultivated skill,
behavior, and state to be mindfully maintained and honed “for improved interactions”
(Thomas, 2006, p. 80). Respectful behavior is valued in many Middle Eastern countries
since great weight is placed on sensitivity and consideration in the process of quality
communication, and is considered to be an indicator that the sender has excellent values
and upbringing (Central Intelligence Agency World Fact Book, 2008; Foss, 2009).
The impact of recognition respect is acceptance, respect, and understanding the
importance of both individual and collective beliefs and ambitions. A majority of the
participants across all four groups spoke about the importance of behaviors and skills
being regulated by recognition respect. It is central to putting others at ease with cultural
differences and is unifying. It is the impetus to value and work collectively in
partnership. Recognition respect must be a living, dynamic virtue in the personal and
professional belief systems of practitioners. Recognition respect elicits extra effort and
behaviors that improve professional interactions. It brings about the willingness to act
cooperatively and engenders a strong value on working collectively with genuine
demonstration of caring and concern about common goals.
Evaluative respect. The category evaluative respect, which is also referred to as
appraisal respect, involves sensitivity and evaluative judgment on standards of excellence
(Darwal, 1977; Dillon, 2010; Hudson, 1980; van Quaquebeke et al., 2009). In this study,
it is connected to the positive appraisal of standards that are set for learning, mission, and
vision and never taking the partnership or accomplishments for granted. Bhawuk and
Brislin (1992) believed that the sensitivity that comes with awareness is a predictor of
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success in navigating cross-cultural environments. In partnership, substantial planning
and investments could be wasted if the acknowledgment of excellence is ignored or
neglected. The impact of evaluative respect as a sensitivity in cross-cultural competence
is empowerment. Empowerment creates a circle of trust where strength is amplified by
collective agency, synergy, and engagement (Bandura, 2002b; Hudson, 1980; LawrenceLightfoot, 2000), and empowers others to achieve the full extent of their greatness.
Collective agency is the tie that binds shared beliefs, missions, values, and vision
for partnership success. It is the driver for accomplishing goals and tasks in relation to
the social need (Bandura, 1986, 2002a; Yolles, Fink, & Frieden, 2010) of equity and
empowerment for all. The social needs in this partnership are the education of a medical
workforce, a focused knowledge-driven organization, and the building of a world-class
economy and learning society. Evaluative respect in transnational partnership is
acknowledgement of the importance of the host/home teams as competent partners based
on admirable qualities, skills, and accomplished achievements. This form of respect must
be delivered appropriately and predicated upon respect-warranting capabilities (van
Quaquebeke, et al., 2009). Kouzes and Posner’s, (2007) encouraging the heart is
espoused as the ability to move people forward into directions of greatness. Their minds,
hearts, and spirits are uplifted which is a motivational tool in growth-centered
partnerships and enterprises. This is synonymous with evaluative respect. Encouraging
the heart must have the elements of motivation, passion, desire, trust, solidarity,
inspiration, and selflessness (Cheese, Thomas, & Craig, 2008). When these elements are
in action, the implications of evaluative respect are motivation to help others to selfactualize and commit to a just and worthy cause; passion, desire, and solidarity to work
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toward causes through engagement and empowerment; abilities to motivate ambitions
that are driven by lofty goals; trust born out of respect for human dignity; inspiration to
realize a vision that will generate the health, wealth, and peace imperative. It is
selflessness to act and work in ways where dominance is set aside and true partnership is
reflected in doing what is right, just, and noble. Implications of evaluative respect for the
individual, team, and organization are manifested in the realms of engagement and
empowerment.
Synergy in this partnership is adding personal and professional values to services,
with educational value at the center of the process. Synergy involves active cooperation
for effective and efficient goals to be accomplished. It is important to productivity and
responsibility for processes and systems that drive behavior, ownership of activities,
leaders giving feedback, motivating partnership teams, and making everyone feel
worthwhile. For synergy to be present and active, those in leadership must understand
what their limitations are through the examination of the partnership process, how they
work, and how people relate to each other. By objectifying the process, people work
towards a purpose with an emphasis on building a solid infrastructure and listening to
ideas. It must be about empowerment which is inclusive of people in the decision
making process coupled with agreed upon goals for sustainable development.
Engagement is identified in business literature as a drive of quality performance
and seamless delivery which then empowers stakeholders to commit to the process of
partnership activities (Lawrence-Lightfoot, 2000; van Quaquebeke et al., 2009).
Empowerment is putting the right conditions in place to allow people to make a
difference, improve performance, and develop strong and successful cross-cultural
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linkages and relationships. There are many reasons why empowerment must be viewed
as a motivational tool. The main reason is involving people in making decisions to shape
goals that serve their specific needs and the needs of the organization. It must be a good
fit. When individuals and groups are not empowered they are less self-reliant and lack
resilience (Improvement and Development Agency, [IDeA], 2011). Together,
engagement and empowerment are important in building collective agency, unity, and
connectivity and considered to be the building blocks of control, accountability, and
responsibility (Bandura, 2000; Lawrence-Lightfoot, 2000). Evaluative respect is a
responsive relation in empowerment and engagement. Lowndes and Pratchett’s, (2009)
categories of engagement and empowerment are illustrated in Table 5.2. They believed
that people must be provided with forums where they can have their voices heard and
participate in decisions that will affect their future and those of their children (Lowndes
& Pratchett, 2009). They must be respectfully listened to, enabled, empowered, and
share in decision-making to engender a sense of ownership and accountability.
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Table 5.2
CLEAR: Engagement and Empowerment
C

When they can and have the resources necessary to make their argument.

L

When they feel part of something, they like to participate because of its centrality
to their sense of identity.

E

When they are enabled to do so by an infrastructure of institutional support and
collaboration.

A

When they are directly asked for their opinion.

R

When they experience the system they are seeking to influence as responsive.

Note. CLEAR: Understanding citizen participation in local government and how to make
it work better. Adapted from, “Local Governance Brief, Policy Journal of the Local
Government and Public Service Reform” Initiative, 9, by Vivien Lowndes and Lawrence
Pratchett, 2009
The challenge for leaders who work in relationships “between nations, races,
religions, cultures, organizations, groups or individuals is to…understand it and engage it
and to groom selected other leaders” (DeLellis, 2000, p. 36) and invite others to do so.
DeLellis (2000, p. 40) in his “integrated typology of respect” (identified several)
elements of the subjective and objective aspects of respect, which were reported in the
findings of this study. In the subjective sphere, DeLellis identified respect as
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“appreciation, admiration, esteem, honor, and deference” (DeLellis, p. 40). In the
objective sphere, he identified respect as “regard for nature, humans, civilization, and the
metaphysical” (DeLellis, p. 40).
In this study respect was evident in the acknowledgment of patients and their
families in the medical care experience. Esteem and value of self and others, was
displayed in recognition and evaluative respect of value-warranting abilities and “for
people who display one’s own values of honesty, courage, and kindness” (DeLellis, p.
40). Respect was evident in how the participants viewed the social institutions of
medicine and education, especially the Hippocratic oath, which guides the practice of
medicine. Respect was evident in respect for “customs and rules, social etiquette and
dress” (DeLellis, 2000, p. 40). Across all groups, there was sensitivity to laws, mores,
and regulations. There was the deepest respect, regard, and honor for religion and its
practice. The participants honored the influence and value of religion to those who
believe in, are devoted to, and practice its tenets.
Mutual generativity. The category mutual generativity connotes the
reinforcement of relationship building with a “long-term focus” (Johnson, 2012, p. 138)
on positive benefits to humanity. It positions respect as a responsive relation. Mutuality
is about connectivity and knowing where all parties are heading in order to meet the
mission and vision, needs and goals of the partnership. Slimbach (2005) described
mutuality as willingly removing the walls we place between ourselves to “enter the world
of another to listen, hear, and receive” (Slimbach, p. 220). In the healing arts, this is
referred to as attending, whereby one suspends judgment to stand in the shoe of another.
This departure from one’s identity should not be looked at as “geographical but as
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cultural, psychological, and spiritual in its nature” (Slimbach, 2005, p. 220). Generativity
is concern about the “consequences of actions” (Johnson, 2012, p. 137). These actions
will affect the lives that present and future generations will lead and the world or
footprints we will leave behind for our children (Johnson, 2012). Mutual generativity can
also be considered as the appropriate sharing of feelings and informing the
communicative process (Erikson, 1964; Kernis, 2003). This mutual interdependency is
observed in commitment to building trust, encouraging synergy and empowerment,
teamwork, and lasting cooperation (Lawrence-Lightfoot, 2000). It is reflective of clarity
and transparency in relationship building (Gardner, Avolio, Luthans, May, & Walumbwa,
2005).
In an article on experiences in implementing a “medical ethics and humanities
course for premedical students” (del Pozo & Fins, 2005, p. 135) offered in 2003 at Weill
Cornell Medical College, Qatar, shared that the course was “designed to prepare students
for the medical school curriculum to make global medical knowledge meaningful in the
local context” (del Pozo & Fins, 2005, p.135) (pedagogical challenges included) “crosscultural tensions that emerged when introducing themes from Western medical ethics and
humanities into the Islamic context” (del Pozo & Fins, 2005, p. 135). The authors
described how these unique challenges caused them to devise a course that would
cultivate their students to “address ethical dilemmas from their own cultural perspective,
as well as from a North American perspective” (del Pozo & Fins, 2005, p. 135).
Another article reported their “longitudinal experience in teaching a clerkship in
clinical ethics and palliative care at the Weill Medical College campuses in New York
and Qatar… using participant observation and reflective practice for this study…to
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counteract the hidden curriculum when learning about clinical ethics and end of life care”
(Fins & del Pozo, 2011, p. 321). Using the anthropological concept of Hofstede’s (1980,
2001) high and low-context societies, the authors performed an experiment involving
contrast in Doha’s “high-context society, where much information is culturally embedded
and appears to be hidden”… compared to low-context New York where information is
overt” (Fins & del Pozo, 2011, p. 321). They concluded that contextual factors have an
“influence on the importance of what is implicit and explicit in a student’s educational
experience…medical educators should be aware of local cultural context in order to
provide effective pedagogy” (Fins & del Pozo, 2011, p. 321). These two papers are
reflective of mutual generativity in transnational medical education. These professionals
made decisions that recognized needs, with an understanding of the societal context of
communication, and who and what were most important in this partnership.
Implications for the individual, team, and organization of mutual generativity
include increased levels of trust and confidence in partnership to benefit the present and
future needs of the society. It is micro-level agreed upon mutual dependency with
implications for macro-level sustained harmonic relationships beneficial to the society-atlarge. The impact of mutual generativity on cross-cultural competence is commonality of
purpose in collaboration. It is acting on shared vision, partnership, and agreed on
principles, in making effective, efficient, and impactful decisions (Thomas, 2008).
Study participants across all groups recognized cross-cultural collaboration as
structure that promotes exchanges of expertise, join education and research projects, and
interpersonal interactions. It is collective agency that binds cooperative efforts, facilitates
quality relationships, and group interactions. Mutuality is respecting others and connotes
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the ethic of reciprocity, a humanist principle, and the invocation of the Golden Rule; Do
unto others, as you would have them do unto you. It incorporates the recognition of the
need to uphold the value and dignity of others.
Conscious conscientiousness. Several of the participants spoke about the concern
for critical awareness of dominant culture behaviors and suggested that humility is a
responsive relation of self- and other-respect. They feared that lack of humility could
threaten partnership stability. They encouraged meekness, unpretentiousness, and
reflection upon assumptions that might otherwise endanger effective cross-cultural
interactions (Arcuri & Ulrich, 2007).
The category conscious conscientiousness is reflective of awareness of personal
moral agency (Bandura, 2002a, 2006). To be conscious is to be mindful, aware, and in
the moment. When “functional consciousness” (Bandura, 2006, p. 167) is purposecentered, it involves reflection and internal processing of information that informs actions
based on the ability to regulate one’s emotion (Bandura, 2001). Listening attentively
with reflective abilities (Schon, 1983) can lessen tension, fear, and confusion in the
communicative process. Slimbach (2005) believed that stepping out of a zone that is
comfortable and walking in the boots of another can cultivate lenses with which to view
the world of another (Appiah, 2006). Slimbach (2005) posited that this leads to greater
self-understanding. Immersion as a form of mutuality provides focus on purpose and
gives meaning to interests and goals of interdependent parties working together to
achieve shared mission and vision (Genero, Miller, Surrey, & Baldwin, 1992).
Conscious conscientiousness was also referred to in literature as cultural humility
(Tervalon & Murray-Garcia, 1998) and described as “perspective consciousness”
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(Slimbach, 2005, p. 206). Consciousness connotes being self-aware, disciplined, and
open about current realities. It was also referred to as “balanced processing and the
propensity to step back from a situation, suspend immediate judgment, and think”
(Goleman, 2004, p. 3; Luthans & Avolio, 2003).
The implications on the individual, team, and organization of conscious
conscientiousness are mindfulness of behaviors, attitudes, and skills that are important in
building and leading teams. Conscious conscientiousness drives understanding and
consideration of differences and awareness that we come with our own culture and
language, and how we view the world. It can be mastered through “self-monitoring and
regulation” (Goleman, 2004, p. 3) to support dynamic transnational partnership (Ross &
Thornton, 2008).
Goleman (2004) in his model of emotional intelligence described several
competencies that mirror conscious conscientiousness. They are “self-awareness, selfregulation, motivation, empathy, and social skills” (Goleman, p. 3). Goleman defined
“self-awareness as ability to recognize and understand moods, emotions, and drives and
their effects on others” (Goleman, p. 3). He described on of the hallmarks of emotional
intelligence as “self-confidence and realistic self-assessment” (Goleman, p. 3). For
professionals in a cross-cultural environment, to be critically conscious is to exude a
sense of presence that establishes trust and rapport. It is presenting with a global
mindset, willingness, and ability to commit to partnership obligations.
Perspective consciousness is described by Goleman as “self-regulation…ability to
control or redirect disruptive impulses and moods and to suspend judgment to think
before acting” (Goleman, p. 3). The hallmarks of self-regulation are “trustworthiness and
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integrity, comfort with ambiguity, and openness to change” (Goleman, p. 3). Perspective
consciousness with objectivity is considering the views of others (Goleman, 2004).
Conscientiousness on the “Big Five Personality Dimensions” (Barrick & Mount,
1991; Digman, 1990; Norman, 1963) can be considered to be one of the strongest of
dimensions in the realm of partnership in this transnational medical education setting. It
governs “dependability, organizational, and hard-working abilities” (Barrick & Mount,
1991, p. 2). These qualities are important to transnational partnership performance.
Goleman (2004) described conscientiousness as motivation to pursue goals that are
driven by “passion and energy to work for reasons that go beyond money or status”
(Goleman, p. 3). One of the hallmarks of conscientiousness and motivation is
commitment to an organization thereby seeking opportunities to create and align values
that are in tune with its mission and vision. In transnational partnership it is described as
working toward mission, vision, and values with a strong desire for self and other
achievement. Empathy mirrors cultural humility, which Goleman described as
“understanding the emotional make up of other people” (Goleman, 2004, p. 3). One of
its hallmarks is cross-cultural sensitivity. The final category was “social skill” described
as the “ability to find common ground and build rapport for team building” (Goleman,
2004, p. 3). Collins (2001) suggested that motivating others into greatness is not about
blind leadership and followership. The leader must be humble enough to trust the
opinions of others.
Conscious awareness of others is conscientiousness in valuing, protecting, and
promoting partnership and appreciating cultural values that are different from our own.
This far-reaching aspect of respect neutralizes insecurities and pettiness which tend to
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accompany those who have yet to put to bed unchecked pride. It is in the realm of
Conscious Conscientiousness that respect becomes a virtue of high moral standard.
Respect should not be seen only as a behavior, attitude, or feeling. It should also be
understood as a universal basic human right.
Leadership dimensions of this study. Epistemology is the study of how we
know, what we know (Steup, 1996). Epistemic virtues have been aligned with how we
construct the way we view the world based on personal life experiences (Bishop & Trout,
2004). Kelly (1963) in personal construct theory believed that it is not what happens that
makes a person experienced but our interpretation of these experiences. “Like all basic
truths about what is best for human beings, when we catch a glimpse of that truth, we
know that our lives and all that we touch will be better for the effort (Collins, 2001, p.
38)”.
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Table 5.3
The Five Components of Emotional Intelligence at Work
Components

Definition

Self-Awareness

the ability to recognize and
understand your moods,
emotions, and drives, as
well as their effect on others

•
•

the ability to control or
redirect disruptive impulses
and moods

•

the propensity to suspend
judgment- to think before
acting
a passion to work for
reasons that go beyond
money or status, and
a propensity to pursue goals
with energy and persistence

•

the ability to understand the
emotional makeup of other
people, and
skill in treating people
according to their emotional
reactions
proficiency in managing
relationships and building
networks, and an ability to
find common ground and
build rapport

•

Self-Regulation

Motivation

Empathy

Social Skill

Hallmarks

•

•

•
•
•

•
•
•
•
•

self-confidence
realistic selfassessment
self-deprecating
sense of humor
trustworthiness and
integrity
comfort with
ambiguity
openness to change
strong drive to
achieve
optimism, even in
the face of failure
organizational
commitment
expertise in building
and retaining talent
cross-cultural
sensitivity
service to clients
and customers
effectiveness in
leading change
persuasive
expertise in building
and leading teams

Note. Adapted from “What makes a leader? By Goleman, D. (2004). Harvard Business
Review November-December 1998.
Virtues are part of the canvas of an ethical portrait of leaders (Collins, 2001).
These virtues are espoused as courage, prudence, optimism, integrity, humility,
reverence, compassion, and justice (Johnson, 2012). Governing bodies and educators
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who are courageous and care about education and its capacity to improve the human
condition become passionately involved in enterprises that bridge the intellectual and
cultural divide. They are committed to a vision of excellence and the exercise of
prudence in selecting the best course of action, equipped with the right people for the
partnership (Collins, 2001). They are optimistic about sustainability even in the face of
unpredictability and volatility, able to transcend differences to build lifelong relationships
that foster trust and cooperative effort. They are true and consistent and hold high ideals
that are reflected in everything that they know, say, and do, walk the talk, and are fully
aware of their stature and the responsibilities that accompany it. They possess humility
and are willing to listen and act upon what other people can bring to the partnership.
They are open to change and embrace it in the spirit of collaboration, exercising
reverence and willingness to defer to others for ideas and direction and relinquish control
if it is in the best interest of partnership. Compassionate leaders possess generosity of
spirit and strive to maintain harmony and equity in their relationships with others. They
believe in social justice and equity, human rights, and the dignity of the individual
(Smith, 2007).
Cited in Johnson (2012), the Caux Round Table is a group of business executives
from the U.S., Japan, and Europe. The group has been in existence for nearly three
decades with clearly defined standards to guide business behavior. It is a platform for
principled leadership based on seven principles based on harmony, dignity, better social
conditions such as education, welfare, and human rights, respect for rules, social
responsibility and the protection of the needs of future generations, and that businesses
should not engage in unfair and corrupt practices (Caux Round Table, 2000, 2012;
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Johnson, 2012). In a summary of the 2011 Caux Round Table Global Dialogue, one of
their concluding statements read “We can take no consolation from the knowledge that
since leadership ultimately rests on good values, a leadership crisis is really a failure of
values and of the spirit. When there is no respect for others, ethics is at a very low point
and the crisis comes through widespread promotion of what is best for the self” (Caux
Round Table, 2012, para. 4, 5).
Reave (2005) in a review of over 150 studies found that leaders who saw their
work as a calling demonstrated higher degrees of “integrity, honesty, and humility”
(Reave, p. 655) which are considered to be key virtues in a leader. Reave identified
behaviors, which are emphasized in spiritual practices, and are similar to behaviors
mentioned by the study’s participants and identified throughout this study. Among these
behaviors are “demonstrating respect for the values of others; expression of caring and
concern; appreciating the contribution of others; and engaging in reflective practice”
(Reave, 2005, p. 657).
Described hereunder are some of the behaviors mentioned in Reave’s study that
mirror recognition and evaluative respect, mutual generativity, and conscious
conscientiousness. A number of quotations from the study participants mentioned in
chapter four are highlighted. These fit into the behavioral dimensions of spiritual
leadership.
Demonstrating respect for the values of others. Ethical leaders characterized this
behavior as the demonstration of respect for followers through inclusion in important
decision-making, thereby empowering followers. It is a catalyst for bringing the values
of the individual, group, and organization into alignment. Reave (2005) believed that
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when values are in alignment with mission and vision, an organization is likely to enjoy
long-term success.
Participants in this study believed that respect for values was equated with
empowerment. With regard to empowering medical students, one participant stated,
“Yes, part of leadership is having everybody feel that they are part of the decision…This
is the way you educate medical students…by asking, “What do you think about this?”
With regard to empowering host partners, another participant said, “There has to be
strategic value and one must give strategic partnerships some time to endure. There must
be people who have personal characteristics which are desirable to make these
partnerships successful...both parties need to recognize the strategic interests in making
this partnership successful.”
Expression of caring and concern. Reave (2005) described this as taking the
form of supportive behaviors that build positive relationships which are the key to
personal success. In an atmosphere of care and concern followers tend to display
satisfaction and productivity. One of the medical students from this study explained: “…I
really liked how the Attending coming from WCMC-NY realized that. He did not just
look at the patient. He included the entire family. He called them into the meeting and
involved them in the decision-making process. He realized immediately that the process
is different in Qatar. He handled the situation professionally in every way. That really
got my attention and respect.” Reave (2005) posited that people involved with this type
of environment get a greater sense of achievement and take pride in the organization.
Listening responsively. This behavior portrays the leader as more effective when
he listens and responds to what he hears by acting on feedback and suggestions (Reave,
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2005). One of this study’s participants recalled: “After five years, we sat down, we
looked at what was happening, we saw the progress and said what we would accomplish
in ten years and now as we go forward it is important to constantly review what is
happening to challenges and successes. There will always be challenges to success but
we need to look back and see where we need to fine-tune and adjust. I think this is
exactly what is being done and I think we are doing great. Partnership, strategic structure,
and individual connections they form a trust factor in the big strategic mission.”
Appreciating the contributions of others. Reave (2005) advanced this behavior as
generosity of spirit when one can recognize and praise the contributions of others as a
method of generating community and commitment. One of the research participants
emphasized this factor as an important contribution: “You have to recognize that they
want to develop their own capacity. And so our job is not just to tell them how to do it,
our job is to work as partners and help them develop the capacity, so that they can do it,
and get the credit for it that they so rightly deserve. You have to be motivational and
understand other people’s personal drivers.”
Engaging in reflective practice. Reave (2005) portrayed reflective practice as
leaders engaged in self-reflection and -examination. One of the participants of this study
shared the following: “I have never had one of our students or one of our doctors go to
visit Qatar or our program in Tanzania, which is in one of the poorest parts of the world,
and come back and not feel that they have been enriched by the experience. When the
students or the residents who have been to Tanzania come back, they say, I really feel
now…I know why I really went into medicine.”
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Table 5.4
Model of Cross-Cultural Competence in Transnational Medical Education Partnership
CCC Model

Individual

Team

Organization

Recognition
Respect

Positive
actions/attitudes,
cooperation, fairness,
kindness, civility, and
understanding the
importance of individual
beliefs and ambitions.

Elicit extra effort and
behaviors, willingness to act
cooperatively with others, prosocialness, genuine
demonstration of caring and
concern, and unity.

Benefit of performance,
understanding the importance
of collective beliefs and
ambitions, and placing value
on working collectively.

Evaluative
Respect

Sensitivity to admirable
qualities, skills and
achievements. Nondominance, self-control,
accountability, and
responsibility.

Empowerment, engagement,
synergy and circle of trust,
amplified by collective agency,
encourages goodwill, uplifts the
spirit, moves people forward in
positive directions, and
strengthens motivation, trust,
solidarity, inspiration, and
selflessness.

Recognition of standards of
excellence, positive appraisal
of standards set for learning,
mission, and vision; never
taking partnership or
accomplishments for granted,
strength is amplified by
collective agency, unity, and
connectivity.

Mutual
Generativity

Concern for
consequences of actions,
appropriate sharing of
feelings and motives,
clarity and transparency
in relationship building,
and need to uphold the
value and dignity of
others.

Teamwork and
interdependency, project
completion and goal
achievement, commitment to
building trust, encouraging
synergy, empowerment, lasting
cooperation, positive group
interactions, and reciprocity.

Conscious
Conscientiousness

Awareness, purposeful
processing, selfregulation of emotions,
evaluating courses of
action, empathic
attunement, sensing of
another’s perspective,
vigilance for verbal and
non-verbal cues, genuine
speaking and listening,
reflective abilities,
dependability, greater
self-understanding,
emotional resilience,
appreciating cultural
differences that are
different from our own.

Genuine speaking and listening,
willingness to engage,
dependability, hard-working
abilities, suspend judgment,
thinking abilities, tolerance for
ambiguity, aligning values and
agreements of collaborative
team effort, nonpretentiousness, reflective
about assumptions that might
endanger effective crosscultural interactions,
appreciating cultural
differences, and neutralizes
insecurities and pettiness.

Reinforcement of relationship
building for sustainability,
consequences of actions for
the present and future
generations, project
completion and goal
achievement, binds
cooperative efforts, and
harmonic relationships.
Positive partnership
performance and stability,
immersion in interest and
goals of interdependent
parties to achieve shared
mission and vision,
understanding and
consideration of differences,
valuing, protecting and
promoting partnership,
appreciating cultural
differences that are different
from our own.
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Limitations
This study’s research design used a convenience sample. A limitation to this
study is that it was conducted at only one institution involved in transnational medical
education partnership. The participants do not represent the larger population.
Pauleen and Murphy, (2005) suggested that an individual’s cultural knowledge,
behaviors, and values influence their world view. To enhance the interpretation of the
research findings, and how my own a priori assumptions or cultural biases shaped my
analysis, I, hereby, disclose my own cultural background.
I was born in the twin-island Republic of Trinidad and Tobago, which is a multicultural society. I am British- and American-educated. I have experienced the forces of
colonialism, independence, nationalism, and globalization. I have done extensive
international travel and been influenced by multiple-cultures, values, and norms within
my country of birth and from international experiences. I have been influenced by the
cultural competency movement, which began during my undergraduate and graduate
school years. My fields of study during those years were global and public affairs
(business) and mental health (counseling). I have also been influenced by the “Rogerian”
approach to the individual, which is a person-centered way of listening non-judgmentally
to the thoughts and feelings of others (Rogers, 1959).
Reflexivity is the process of taking a deep look within oneself as a researcher and
your relationship with the research, constantly questioning observations, assumptions,
and propositions during the research process (Ashmore, 1989). In order to avoid
perpetuating bias, I engaged in the process of continuous reflection on the research. I
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constantly examined myself for assumptions that could interfere with personal and
professional judgment. I controlled for this by memoing and communicating my
impressions with peers and professionals involved in the multi-cultural movement. This
activity was influential in how I stated my problem, the data selected and studied, what
was omitted, and the use of words with a positive or negative connotation.
I also examined my relationship to the respondents, since I work at Weill Cornell
Medical College in New York. I was constantly aware of the situational dynamics in
which I was involved with the respondents. I gave each respondent a summary of my
background and assurance that all information gathered from the interview will be kept
confidential.
Recommendations for Further Study
Future opportunities for research could extend this study to other institutions of
learning involved in transnational education practices. This could increase the range of
reported experiences. A diverse pool of professionals from various disciplines may
provide additional opportunities to lend insight into the studied experience. This study on
cross-cultural competence in transnational medical education united the research process
with the development of a theoretical framework and adds to the existing body of
research. More research is recommended to explore the four categories of recognition
respect, evaluative respect, mutual generativity, and conscious conscientiousness, which
occurred several times in the study. This study can be used and replicated with new
participants and at new sites. This study can also be used for the training of healthcare
professionals domestically to assist them in navigating competently in the field. It can be
used to inform practice when working in diverse teams.
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This study provides recommendations aimed at assisting medical professionals
involved in transnational medical education partnership. The recommendations are
suggestions for maintaining successful partnerships and will assist in the development of
knowledge, behaviors, and skills for effective cross-cultural competence.
The study provides a foundational model of cross-cultural competence in
transnational medical education partnership. The emergence of the core variable respect
drove this model of cross-cultural competency. The model is generalizable to various
professional levels of what health care professionals should know, be, and do. It is also
applicable to professionals who seek models upon which to design professional
development training and evaluation, and services related to cross-cultural competence.
The professional must seek common purpose in collaboration with clearly defined
goals to build a world-class knowledge-based and learning society. It is the driver for
setting and maintaining standards for learning, mission, values, and expectations. There
must be recognition and evaluation respect for each individual in the partnership as
competent partners based on respect-warranting abilities. These must be evident in a
generosity of spirit to invite to excellence, facilitate mutual interaction, promote
ownership in decision-making, and the non-imposition of agendas. There must be the
facilitation of institutional and collegial support.
The professional must be respectful of religion and tradition and how they reify
into the society. There must be intuition and openness to surprises; willingness to engage
with immediate understanding of dynamics, embracing pluralism, and extracting virtues
of different cultures, to shape universal character. These must promote mutuality,
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respect, and reciprocity, build trust in collaborative partnership, and provide an
atmosphere whereby everyone feels a sense of ease. There must be a moral obligation to
justice and self-consistent moral behaviors with an established focus on what is important
and how to get there. There must be the creation of collective direction and vision that
resonates with others.
Conclusion
There is a shared morality for health care professionals involved in the delivery of
transnational medical education. All four groups of participants agreed that their wider
international experiences contributed to knowledge of cultural structures and
understanding of how medical professionals should navigate in the field of partnership in
transnational medical education. They believed that international experiences provided
awareness and skills that were useful when serving multicultural populations and our
interconnectedness in an increasingly cosmopolitan world. It is living by the conviction
that we all belong to the world community based on a shared morality that is utilitarian in
its nature and contributes to the common good.
The establishment of active and ongoing cross-cultural linkages is important in
transnational medical education. The medical students welcome opportunities to do their
electives abroad and build relationships with their overseas counterparts. Fostering these
types of exchanges is important, supportive, and builds mutual generativity. Learning
about culture occurs mostly through cultural encounters. It is the conduit to
understanding how people see themselves in relationship to their culture and the culture
of another, communication styles, behaviors, and spiritual values. It is essential in
knowing how people consider health and illness. Most of the participants believed that in
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partnership, stakeholders such as senior leaders of both institutions, department chairs,
administrators, trustees, and students have an important role to play in effecting global
citizenship education. Many professionals travel to other regions without training or
education in cross-cultural skills. One of the biggest challenges to the future of
transnational medical education partnership is cross-cultural competence and crosscultural training, which must be incorporated into its standard operating procedure.
In describing culture as a “minefield” it must be treated with vigilance,
“understanding, and respect” (Wunderle, 2007, p. 3). He believed that most crosscultural training activities treat issues much simpler than they really are and base these on
social skills/etiquette information such as not showing the bottom of one’s feet in
Middle-Eastern environments. He felt that there must be concrete models, frameworks,
and behavioral guidelines for training based on critical incident approaches that will
influence cross-culturally competent behaviors, knowledge, and skills.
In designing for project management, high-quality, effective development
programs should be put into place for staff. These should include topics such as “crosscultural understanding, environmental conditions”, institutional profile, and information
about dominant culture (Connelly & Garton, 2005, p. 7).
Acknowledging the limits of one’s cultural knowledge is the beginning of
humility. Given the pluralism of many of the major cities of the world, having a global
mindset as opposed to an ethnocentric one is important to understanding the structures,
beliefs, norms, values, and mores of cultures.
Downing (2013, p. 206) in referring to interdependence stated:
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By themselves, differences are not a problem. But add to them the human
tendency to judge, fear, and…you have the perfect recipe for conflict between
individuals, groups, and nations. The antidote is to replace judgments with
respect. There are certainly moral arguments to be made for treating everyone
with respect, but there is a very practical reason as well. Today, more than ever
before, everyone's success is affected by their ability to interact effectively with
people who are different from them. Judgments lead to fear, misunderstanding,
conflict, discrimination, oppression and even war. By contrast, respect leads to
cooperation, compassion, learning, empowerment, success, and peace. Your
choice either to judge or show respect will have a profound effect on the
outcomes and experiences of your life and those with whom you interact. (p. 206)
Goleman (2004) referred to the Delphic oracle – Know Thyself as a form of
reflective practice (Schon, 1983) in explaining how knowledge, behavior, and skills
competence can drive the virtues of “honesty, values, and goals” (p. 3). With selfknowledge and strong professional ethos, the professional is likely to be aware of and
demonstrate commitment to the ethical and moral application of knowledge, behaviors,
skills, and pro-socialness (Bandura, 2002b; Karim, 2003). According to Mezirow (1991)
self-awareness and critical reflection can lead to learning and enhancement of who we
are, how we transform ourselves and professional practice, and our place in the world
(Schon, 1983).
Culture within a nation is pervasive and defined as “a set of values and beliefs
shared by people” (Nahavandi, 2000, p. 8) living within a nation, influencing the
behaviors, values, norms, and mores of everyday life and the organizations that operate
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within that nation (Nahavandi, 2000). In organizations, culture is the “shared values,
norms, and beliefs shared by members of and organization” (Nahavandi, 2002, p. 9) with
members who look to the leadership for dictating policies and procedures, encouraging
specific behaviors, and governing the culture (Schein, 1985; Nahavandi, 2002). It is
expected that people of different cultural groups who live within nations must share in
and respect that nation’s values (Nahavandi, 2002). Massive migration has caused many
societies to grow in diversity (Lustig & Koester, 2006). It is, therefore, imperative that
cross-cultural competence is viewed as synergistic knowledge, behaviors, and skills that
enable harmonic relationships, commitment to partnership, and interdependence (Adler,
1997). Cross-cultural competence is integral to the service culture of an organization,
processes, and engagement in practice standards that will increase the quality of
professionalism (Betancourt, Green, & Carrillo, 2002; Wu & Martinez, 2006).
Held and McGrew, (2002) believed that in managing international partnerships,
growing interdependence promotes the need for rational thought and behaviors for
increased cooperation. Perhaps the most important view they gave is that institutions
contribute to the peace process and world order by creating international norms,
incentives, and patterns that give life to improved human and global conditions.
Transnational medical education partnerships and franchise agreements are a facet
of globalization presenting challenges and opportunities for governments and institutions
of learning. Proficiency in cross-cultural competence is important to successful
partnerships and agreements. International institutions of learning must be leading agents
of change in revolutionizing cultural challenges to produce a framework for successful
interactions between students, academicians, partners, and other stakeholders in the
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transnational medical education field (Koehn, 2011). Institutions with transnational
partnerships must be constantly aware of cultural differences and promote cross-cultural
competence (Knight, 2005, 2006). The successful outcomes of transnational medical
education partnerships will be the manifestation of the peace, health, and wealth
imperative (Drew & Bensley, 2001).
Findings of this study were derived from the experiences of the participants.
Several hypotheses can be generated to test the foundation of the theory, which include:
(a) Recognition respect will emerge in studies involving cross-cultural competence. (b)
Evaluative respect will strengthen sensitivity toward host and foster greater reciprocity.
(c) Mutual generativity will increase common agency in transnational partnership. (d)
Conscious conscientiousness will increase competence in the behaviors, knowledge, and
skills of moral agents in transnational partnerships.
Health care professionals must be capable of demonstrating appropriate behaviors
through cross-cultural expertise. They should not only view issues through the lens of
science; for, people deserve the ultimate obligation of respect and to feel respected.
Maslow’s (1954) hierarchy of needs can serve as a universal lens to the holism of respect
and dignity, for respect and dignity are present when we recognize the physiological,
safety, social, esteem, and self-actualization needs of another.
Understanding of social realities may be one of the most critical issues in
transnational partnership. Many of the medical students who are stakeholders in this
partnership are poised to become leaders and innovators in the planning and delivery of
medical care in the region. It is incumbent upon medical leadership to superimpose the
peace, health, and wealth imperatives of transnational partnership.
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Previously limited research on this population in transnational education provided
the impetus for the study. The study materialized due to the researcher’s interest in crosscultural competence and cultures of difference. Upon completion of the research, it was
recognized that respect, as a term, has been loosely used and as a consequence has been
grossly undervalued; for respect is not so much an attitude as much as it is grace in
action. The thread throughout the study was the overarching attitude of respect for self,
others, and cultural communities. The underlying nature of respect holds important
ramifications for the health, wealth, and peace of nations.
Since many societies are multi-cultural and it is impossible to acquire knowledge
of specific cultures, there are several universal principles to which the professional may
adhere. The principles are: (a) Know Thyself, (b) Be a Moral Agent, (c) Strive for
Relational Transparency, (d) Possess Generosity of Spirit, (e) Practice Reflectivity, (f) Be
Mindful and Adaptable, and (g) Promote Human Dignity. The pillars are: (a)
Recognition Respect; (b) Evaluative Respect, (c) Mutual Generativity, and (d) Conscious
Conscientiousness.
The lessons learned are that cross-cultural knowledge, behaviors, and skills are
prerequisites for entering cultures of difference. Unless the undergirding approach is
wrapped in respect, attempts to appear culturally sound can be short-lived and viewed
with skepticism. Respect must be a living reality; it underlies behaviors, attitudes, and
skills that promote and preserve human dignity in self and others. It encourages people to
learn from, about, and with each other. Respect as the undergirding of consciousness
promotes integrity, trust, mutuality, truthfulness, and generosity. To respect oneself and
others is to be conscientious in every encounter. When an individual sets out on the path
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to exercise self-respect and promote human dignity, there is expressed value for the
importance of other people. Respect is important in partnership. In behaviors, clear
signals must be sent. They must convey positive regard, mutuality, trustworthiness and a
sense of goodwill. Knowledge and understanding of the potent influence of respect is
essential to objectivity, discernment, wisdom, and healthy partnership.
Currently, research on cross-cultural competence in the field of medicine focuses
heavily on achieving cultural competence in healthcare, the incorporation of international
experiences in medical school curricula for future doctors and health care disparities in
minority populations. Because of this epoch, practitioners involved in transnational
medical education must be vigilant when recognizing and responding to cultural
differences and the resultant actions they take in the process.
The audiences for the study are clinicians, practitioners, and researchers interested
in designing lectures, interventions, and training, to assist others who will be engaged in
the social processes explained by this framework. It will also influence other researchers
who design studies to test the theory in practice and provide a framework for
professionals who will require extensive cross-cultural competence to teach and
collaborate successfully. The study contributes to knowledge and practice and fills a void
of research in the field of cross-cultural competence in transnational medical education
partnership. It also extends existing research in the field of cross-cultural competence.
The health care professional administering cross-cultural services in transnational
contexts must be conscious of professional identity and how interpersonal
communication style can encourage the heart, promote trust, or adversely affect
perceptions. There should be the embodiment of personal and professional ethos to
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model the way and to demonstrate a healthy respect for medical education. Professional
interactions must be engaged in respectfully with a focus on commitment to the mission,
core values, and ethical standards of the profession and institution. There must be clarity
and transparency in communication that transmits a sense of personal authenticity to
promote trust. Actions based on truth-seeking behaviors and genuine values must
accompany cross-culturally appropriate verbal and non-verbal communication. The
professional must possess culture-specific knowledge, flexibility, and be relational in
communication. They should be professionally friendly and courteous. These are signals
of respect, conscientiousness, and appreciation of partnership. There must be knowledge
and understanding of dominant culture behaviors and how these are perceived.
Demonstration of cultural humility, unpretentiousness, and professional commitment in
an intentional and conscious manner builds positive relationships.
In envisioning an organization where everyone is equal and open to opportunities,
leadership must navigate the field of transnational medical education with strong moral
principles in handling internal and external issues and minimize challenges that are
disruptive to practice. This can be done through the creation of shared and equitable
governance policies, which are well-formulated and super-imposed to maintain the
respect of shareholders and the education community. The leadership must be proactive
and pro-social in helping others to empower themselves to build better lives, and to
transform and strengthen the economic development of regions and communities in
which they are allowed to form transnational medical education partnerships and fulfill
these agreements.

105

References
Abbe, A., Gulick, L. M. V. & Herman, J. L. (2007). Cross-cultural competence in army
leaders: A conceptual and empirical foundation. U.S. Army Research Institute for
the Behavioral and Social Sciences, Study Report 2008-1. Arlington, VA: ARI.
Abbe, A., Rentsch, J., & Mot, I. (2008). Cultural schema: Mental models guiding
behavior in a foreign culture. U.S. Army Research Institute for the Behavioral
and Social Sciences. Retrieved from
http://www.deomi.org/EOEEOResources/documents/Cultural_Schema-Abbe.pdf.
Adam, S. (2001). Transnational education project report and recommendations.
Confederation of European Union Rectors’ Conferences, March 2011, University
of Westminister.
Adler, J. (1997). International dimensions of organizational behavior. Cincinatti, Ohio:
South-Western College Publishing.
Adler, N. J. & Bartholomew, S. (1992). Managing globally competent people. Academy
of Management Executives, 6, 52-65.
Altbach, P. G., Reisberg, L. & Rumbley, L. E. (2009). Trends in global higher education:
Tracking an academic revolution. A Report Prepared to the UNESCO 2009 World
Conference on Higher Education.
American Medical Association. (2010). International medical graduates in American
medicine: Contemporary challenges and opportunities a position paper by
the AMA-IMG Section Governing Council. Retrieved from
http://www.ama-assn.org/ama1/pub/upload/mm/18/img-workforce-paper.pdf
Appiah, K. A. (2006). Cosmopolitanism: Ethics in a world of strangers. New York: W.
W. Norton & Co., Inc.
Arcuri, A. P. & Ulrich, M. P. (2007). The importance of cross-cultural awareness for
today’s operation environment. United States Army War College Strategy
Research Report.
Ashmore, M. (1989). The reflexive thesis. Chicago: Chicago University Press.

106

Avolio, B.J. & Gardner, W.L. (2005). Authentic leadership development: Getting to the
root of positive forms of leadership. The Leadership Quarterly 16, 315-338.
Bandura, A. (1986). Social foundations of thought and action: A social cognitive
theory. Englewood Cliffs, NJ: Prentice-Hall.
Bandura, A. (1997). Self-efficacy: The exercise of control. New York: Freeman.
Bandura, A. (2000). Exercise of human agency through collective efficacy. Current
Directions in Psychological Science, 9, 75-78.
Bandura, A. (2001). Social cognitive theory: An agentic perspective. In S. T. Fiske (Ed.),
Annual Review of Psychology, 52, 1-26. Palo Alto.
Bandura, A. (2002a). Selective moral disengagement in the exercise of moral agency.
Journal of Moral Education, 31, 101-118
Bandura, A. (2002b). Social cognitive theory in cultural context. Applied Psychology: An
International Review, 51, 269-290.
Bandura, A. (2006). Towards a psychology of human agency. Perspectives on
Psychological Science, 1, 164, doi:10.1111/j.1745-6916.2006.00011.x
Barrera, I. (2000). Honoring differences. Young Exceptional Children 3, 17–26.
Barrera, I. & Corso, R. (2002). Cultural competency as skilled dialogue. Topics in Early
Childhood Special Education, 103-113.
Barrera, I., Corso, R., & Macpherson, D. 2003. Skilled dialogue: Strategies for
responding to cultural diversity in early childhood. Baltimore: Paul H. Brookes
Publishing.
Barrick, M. R., & Mount, M. K. (1991). The big five personality dimensions and job
performance: A meta-analysis. Personnel Psychology 44, 1-26.
Bauman, Z. (1998). Globalization: The human consequences. New York, NY: Columbia
University Press.
Baylor International Pediatric AIDS Initiative [BIPAI] at Texas Children’s Hospital.
(2011). Global health corps. Retrieved from
http://www.bipai.org/health-service-corps/
Bean, R. (2006). The effectiveness of cross-cultural training in the Australian context.
A report for the department of immigration and multicultural affairs on behalf of
the Joint Commonwealth, State and Territory Research Advisory Committee.

107

Bergkamp, J. (2010). The paradox of emotionality & competence in multicultural
competency training: A grounded theory. (Doctoral Dissertation). Retrieved from
http://etd.ohiolink.edu/senddf.cgi/Bergkamp%20Jude%20A.pdf?antioch1275422585
Bertucci, G., & Alberti, A. (2004). Globalization and the role of the state: Challenges
and perspectives. United Nations Public Administration Program document.
Retrieved from
http://unpan1.un.org/intradoc/groups/public/documents/UN/UNPAN006225.pdf
Betancourt, J. R., Green, J. R., & Carrillo, J. E. (2002). Cultural competence in health
care: Emerging frameworks and practical approaches. A field report for the
Commonwealth Fund Publication No. 576. Retrieved from
http://www.commonwealthfund.org/usr_doc/betancourt_culturalcompetence_576.
pdf
Bhawuk, D. P. S., & Brislin, R. W. (1992). The measurement of intercultural sensitivity
using the concepts of individualism and collectivism. International Journal of
Intercultural Relations, 16, 413-436.
Bishop, M., & Trout, J. D. (2004). Epistemology and the psychology of human
judgment. Oxford: Oxford University Press.
Bitner, M. J., Booms, B. H., & Mohr, L. A. (1994). Critical service encounters: The
employees viewpoint. Journal of Marketing, 54, 69-82.
Biviano, M., & Makarehchi, F. (2002). Globalization and the physician workforce in
United States. Sixth International Medical Workforce Conference, Ottawa,
Canada. Retrieved
from http://bhpr.hrsa.gov/healthworkforce/reports/globalphysicianus.pdf
Black, J. S., & Mendenhall, M. (1990). Cross-cultural training effectiveness: A review
and theoretical framework for future research. Academy of Management Review,
15, 113-136.
Blackmer, J. (2007). Professionalism and the medical association. White Paper Report
for the World Medical Association. Retrieved from
http://www.wma.net/en/30publications/35whitepapers/White_Paper.pdf
Bloom, B. S. (1956). Taxonomy of Educational Objectives, Handbook I: The Cognitive
Domain. New York, NY: David McKay Co Inc.
Bloom, D. E., Canning, D., & Sevilla, J. (2004). The effect of health on economic
growth: A production function approach. World Development, 32, 1-13.

108

Bloom, D. E., & Cohen, D. E. (2002). Education for all: An unfinished revolution.
Daedalus (summer), 84-95.
Bodycott, P., & Walker, A. (2000). Teaching abroad: Lessons learned about intercultural
understanding for teachers in higher education. Teaching in Higher Education, 5,
79-94.
Bogdan, R., & Biklen, S. (2003). Qualitative research for education: An introduction to
theory and method. Boston, MA: Allyn & Bacon.
Borduas, F., Frank, B., Hall, P., Handfield-Jones, R., Hardwick, D., Ho, K., JarvisSelinger, S., Lockyer, J., Lauscher, H. N., MacLeod, A., Robitaille, M-A.,
Rouleau, M., Sinclair, D., & Wright, B. (2006). Facilitating the integration of
interprofessional education into quality health care: Strategic roles of academic
institutions. A report submitted to Health Canada, 1-41.
Bouillon, B. M. (1996). Socialization experiences of beginning elementary principals in
selected California school districts. Doctoral dissertation, University of La Verne.
Boyle, S., & Sastrowardoyo, S. (2012). Transnational education: Multi-phase
experiences as determinants of graduates’ satisfaction. International
Conference on Management and Education Innovation, 37, 133-138.
Braziel, C. (2011). Analysis of cross-cultural leadership competencies for United States
military leaders: A study of United States military security assistance officers in
Cairo, Egypt. (Doctoral Dissertation). Retrieved from ProQuest Dissertations and
Theses Database. (UMI Number: 3466604).
Brief, A. P., & Motowidlo, S. J. (1986). Prosocial Organizational Behaviors. Academy of
Management Review, 11, 710-725.
Brislin, R. W., & Yoshida, T. (1994). Intercultural communication training: An
introduction. Thousand Oaks, CA: Sage Publications.
Calhoun, L. (2005). Moral personhood and human security. International Journal of
Peace Studies, 10, 1, 87-110.
Capuzzi, D., & Gross, D. (2007). Counseling and psychotherapy: Theories and
interventions (4th ed.). Upper Saddle River, NJ: Pearson-Merrill Prentice Hall.
Carnoy, M., & Rhoten., D. (2002). What does globalization mean for educational
change? A comparative approach. Comparative Education Review, 46, 1-9.
Caux Round Table. (2000). Appendix 26: The Caux principles. In O. F, Williams (ed.).
Global codes of conduct: An idea whose time has come (pp.384-388). Notre
Dame, IN: University of Notre Dame Press.

109

Caux Round Table. (2012). Principles for responsible business. Retrieved from
https://www.cauxroundtable.org/
Central Intelligence Agency World Fact Book. (2008). Retrieved from
https://www.cia.gov/library/publications/download/download-2008/
Chamberlain, S. P. (2005). Recognizing and responding to cultural differences in the
education of culturally and linguistically diverse learners. Intervention in School
& Clinic, 40, 195-211.
Chan, H. M., Leung, J. Y. H., & Flynn, N. (2002). Student learning and the quest for
quality education: A case study of secondary schools in Hong Kong,
globalization and education. J. Ka-Ho Mok & D. Kin-Keung Chan, (Eds). The
quest for quality education in Hong Kong (pp.195-212). Hong Kong University
Press: Hong Kong, PRC.
Charmaz, K. (1983). The grounded theory method: An explication and interpretation. In
R. M. Emerson (Ed.), Contemporary field research: A collection of readings (pp.
109-128). Boston, MA: Little, Brown and Company.
Charmaz, K. (1990). Discovering chronic illness: Using grounded theory. Social
Science and Medicine, 30, 1161-1172.
Charmaz, K. (1993). Studying lived experience through grounded theory: Realist
and constructivist methods. Paper presented at the Symbolic Interaction and
Ethnographic Research Conference, University of Waterloo, Waterloo,
Ontario.
Charmaz, K. (2000) Grounded theory: Objectivist and constructivist methods. In
N. K. Denzin, & Y. S. Lincoln (Eds.), Handbook of qualitative research (pp. 509525). Thousand Oaks, CA: Sage.
Charmaz, K. (2006). Constructing grounded theory. Thousand Oaks, CA: Sage
Chatterton, P., & Goddard, J. (2000). The response of higher education institutions to
regional needs. European Journal of Education, 35, 475-496.
Cheese, P., Thomas, R. J., & Craig, E. (2008). The talent powered organization:
Strategies for globalization, talent management and high performance.
Philadelphia, PA: Kogan Page Limited.
Chenitz, W. C., & Swanson, J. M. (1986). Qualitative research using grounded theory. In
W. C. Chenitz, & J. M. Swanson (Eds.), From practice to grounded theory:
Qualitative research in nursing (pp. 3-15). Menlo Park, CA: Addison-Wesley.

110

Chisholm, I. M. (1994). Preparing teachers for multicultural classrooms. The Journal of
Educational Issues of Language Minority Students, 14, 43-68, winter 1994.
Retrieved from http://www.edtechpolicy.org/ArchivedWebsites/chisholm.htm
Coatsworth, J. H. (1998). Economic and institutional trajectories in nineteenth-century
Latin America. In J. H. Coatsworth and A.M. Taylor, (Eds.), Latin America and
the world economy since 1800. Cambridge, MA: David Rockefeller Center for
Latin American Studies and Harvard University Press.
Cogburn, D. L. (1998). Globalization, knowledge, education and training in the
information age. Retrieved from
http://www.unesco.org/webworld/infoethics_2/eng/papers/paper_23.htm
Coleman, D. (2003). Quality assurance in transnational education. Journal of Studies in
International Education, 7, 354-378.
Collins, J. (2001). Good to great – Why some companies make the leap and others do not.
New York, NY: Harper Business, Inc.
Connelly, S., & Garton, J. (2005). A strategic approach to QA for transnational
education programs. Project for the Australian Vice-Chancellors’ Committee,
Swinburne University of Technology, Melbourne, Australia. Retrieved from
http://www.aiec.idp.com/pdf/Connelly&Garton.pdf
Cornell, E. (1868). The Cornell University Mission. Retrieved from
http://www.cornell.edu/about/mission/
Council of Europe/UNESCO. (2000). Code of good practice in the provision of
transnational education. Retrieved from
http://www.aic.lv/bolona/Recognition/leg_aca/Code_TE_rev2007.pdf
Covey, S. M. R. (2006). The speed of trust. New York, NY: Free Press.
Creswell, J. W. (2002). Educational research: Planning, conducting, and evaluating
quantitative and qualitative research. Upper Saddle River, NJ: Merrill Prentice
Hall.
Creswell, J. W. (2007). Qualitative inquiry and research design: Choosing among five
approaches (2nd ed.). Thousand Oaks, CA: Sage.
Creswell, J. W. (2009). Research design: Qualitative, quantitative, and mixed method
approaches (3rd ed.). Thousand Oaks, CA: Sage.
Cross, T., Bazron, B., Dennis, K., & Isaacs, M. (1989). Towards a culturally competent
system of care. Volume I. Washington, D.C.: Georgetown University Child
Development Center, CASSP Technical Assistance Center.

111

Cushner, K. H., & Brislin, R.W. (1996). Intercultural interactions: A practical guide.
Thousand Oaks, CA: Sage Publications.
Darwall, S. (1977). Two kinds of respect. Ethics, 88, 36-49.
Davis, K. (1997). Exploring the intersection between cultural competency and managed
behavioral health care policy: Implications for state and county mental health
agencies. Alexandria, VA: National Technical Assistance Center for State Mental
Health Planning.
Day, C., Herndon, J., & Fogel, D. (1998). Globalization of US health care. University
Health Center of Pittsburgh, Department of Orthopedic Surgery.
De Cremer, D. (2003). Noneconomic motives predicting cooperation in public good
dilemmas: The effect of received respect on contributions. Social Justice
Research, 16, 367-377.
DeLellis, A. J. (2000). Clarifying the concept of respect: Implications for leadership.
Journal of Leadership Studies, 7, 35, doi: 10.1177/107179190000700203
del Pozo, P. R., & Fins, J. J. (2005). The globalization of education in medical ethics and
humanities: Evolving pedagogy at Weill Cornell Medical College in Qatar.
Academic Medicine, 80, 35-40.
de Wit, H. (2010). Internationalization of higher education in Europe and its assessment,
trends, and issues. Retrieved from
http://www.nvao.net/page/downloads/Internationalisation_of_Higher_Education_i
n_Europe_DEF_december_2010.pdf
Denzin, N. K., & Lincoln Y. S. (2005). Handbook of Qualitative Research. London,
England: Sage Publications.
Diaz-Bonilla, E., Babinard, J., Pinstrup-Andersen, P., & Thomas, M. (2002).
Globalizing health benefits for developing countries. International Food Policy
Research Institute. Trade and Macroeconomic Division International Food Policy
Discussion Paper No. 108.
Digman, J. M. (1990). Personality structure: Emergence of the five-factor model. Annual
Review of Psychology, 41, 417- 440.
Dillon, R. S. (2007). Respect: A philosophical perspective. Gruppendynamik Und
Organisationsberatung, 38, 201-212.
Dillon, R. (2010). Respect. Stanford Encyclopedia of Psychology. Retrieved from
http://plato.stanford.edu/entries/respect/

112

Dodani, S., & LaPorte, R. E. (2005). Brain drain from developing countries: How can
brain drain be converted into wisdom gain? Journal of the Royal Society of
Medicine, 98, 487-491.
Domahidy, M. (2003). Using theory to frame community practice. Journal of the
Community Development Society, 34, 34, 75-84.
Douglass, J. A., & Edelstein, R. (2009). The global competition of talent:
The rapidly changing market for international students and the need for a strategic
approach in the US. Research & Occasional Paper Series: CSHE.8.09 University of
California, Berkeley. Retrieved from http://cshe.berkeley.edu/
Downie, R. S., & Telfer, E. (1969). Respect for Persons. London: George Allen and
Unwin.
Downing, S. (2013). On course: Strategies for creating success in college and in life.
7th Ed. Boston, MA: Wadsworth.
Drain, P. K., Primack, A., Hunt, D. D., Fawzi, W. W., Holmes, K. K., & Gardner, P.
(2007). Global health in medical education: A call for more training and
opportunities. Academic Medicine, 82, 226-230.
Drew, G., & Bensley, L. (2001). Managerial effectiveness for a new millennium in the
global higher education sector. Higher Education in Europe, 26, 61-68.
Dunn, L., & Wallace, M. (2005). Australian academics and transnational teaching: An
exploratory study of their preparedness and experiences. Higher Education
Research and Development, 25, 357-369.
Education City. (2012). My education city. Retrieved from
http://www.myeducationcity.com/en/dynamic_pages/index/195/1/our-universities
Eldridge, K., & Cranston, N. (2009). Managing transnational education: Does national
culture really matter? Journal of Higher Education Policy and Management, 31,
67-79.
Elliott, N., & Lazenbatt, A. (2005). How to recognize a “quality” grounded theory
research study. Australian Journal of Advanced Nursing, 22, 48-52.
Erikson, E. H. (1964). Insight and responsibility. New York, NY: Norton Press.
Esbjorn-Hargen, S. (2009). An overview of integral theory: An all inclusive
framework for the 21st century, Integral Institute, Resource Paper No. 1, 1-24.
Retrieved from http://dialogue4health.com/pdfs/3_18_09/E_H_Overview-IT.pdf.

113

Fantini, A. E. (2000). A central concern: Developing intercultural competence. SIT
Occasional Paper Series, Issue No. 1.
Fiedler, F. E., Mitchell, T., & Triandis, H. C. (1971). The culture assimilator: An
approach to cross-cultural training. Journal of Applied Psychology, 55, 95-102.
Field, P., & Morse, J. (1985). Nursing research: The application of qualitative approach.
London, England: Chapman and Hall.
Fins, J. J., & del-Pozo, P. (2011). The hidden and implicit curricula in cultural
context: New insights from Doha and New York. Academic Medicine, 86, 321325.
Foss, A. (2009). Doing business in the Middle East: Middle Eastern social and business
culture. Retrieved from
http://www.communicaid.com/access/pdf/library/culture/doing-businessin/Doing%20Business%20in%20the%20Middle%20East.pdf
Frankena, W. K. (1986). The Ethics of Respect for Persons. Philosophical Topics 14,
149-167.
Frankic, A., & Hershner, C. (2003). Sustainable aquaculture: Developing the promise of
aquaculture. Aquaculture International, 11, 517–530.
Freire, P. (1997). Education for critical consciousness. New York, NY: The Continuum.
Freire, P. (2001). Pedagogy of the oppressed (30th Anniversary ed.). (M. B. Ramos,
Trans.). New York, NY: Continuum.
Freitag, A. R. (2002). Ascending cultural competence potential: An assessment and
profile of U.S. public relations practitioners’ preparation for international
assignments. Journal of Public Relations Research, 14, 207-227.
Gardner W., Avolio B., Luthans, F, May, D., & Walumbwa, F. (2005). Can you see the
real me? A self-based model of authentic leader and follower development,
Leadership Quarterly, 16, 343-372.
Gates, M., & Bradley, K. D. (2009). Measuring cross-cultural competence in medical
education: A review of curricular effectiveness and attitudinal studies. A
paper presented at the annual meeting of the American Educational Research
Association, San Diego, CA, April 12-18, 2009.
Geertz, C. (1973). The interpretation of cultures. New York, NY: Basic Books, Inc.
Gegios, R. L., & Taylor, S. D. R. (2007). Cross-cultural understanding: An essential
skill in international advocacy,” in International Mediation & Arbitration from

114

the Professional’s Perspective, A. Alibekova & R. Carrow. eds., Yorkhill Law
Publishing.
Genero, N. P., Miller, J. B., Surrey, J., & Baldwin, L. M. (1992). Measuring perceived
mutuality in close relationship: Validation of the Mutual Psychological
Development Questionnaire. Journal of Family Psychology, 6, 36-48.
George, J. M., & Brief, A. P. (1992). Feeling good-doing good: A conceptual analysis
of the mood at work-organizational spontaneity relationship. Psychological
Bulletin, 112, 310-329.
Glaser, B. (1978). Theoretical sensitivity: Advances in the methodology of grounded
theory. Mill Valley, CA: Sociology Press.
Glaser, B. G. (1998). Doing grounded theory: Issues and discussions. Mill Valley CA:
Sociology Press.
Glaser, B. G. (2001). The grounded theory perspective: Conceptualization contrasted
with description. Mill Valley, CA: Sociology Press.
Glaser, B. G. (2002). Constructivist grounded theory? International Journal of
Qualitative Methods, 3, 1-14.
Glaser, B. G. & Holton, J. (2004). Remodeling grounded theory: Forum. Qualitative
Social Research, 5: Art. 4. Retrieved from htttp://nbnresolving.de/urn:nbn:de:0114-fqs040245.
Glaser, B. G. & Strauss, A. L. (1967). The Discovery of Grounded Theory:
Strategies for Qualitative Research, Chicago: Aldine Publishing Company.
Global Health Action. (2010). What is global health? 3, 5142. doi:10.3402/gha.v3i0.5142
Global Alliance for Transnational Education (GATE). (1997). Certification manual.
GATE. McBurnie, G. & Pollock, A, Transnational education: An Australian
example. International Higher Education, Winter. Retrieved from
http://www.bc.edu/bc_org/avp/soe/cihe/newsletter/News10/text7.html
Gobbo, F. (2008). The global politics of educational borrowing and lending. European
Educational Research Journal, 7, 134-147.
Goleman, D. (1995). Emotional Intelligence, New York, NY, England: Bantam Books,
Inc.
Goleman, D. (2004). What makes a leader? Harvard Business Review, 82, 82-91.
Gopal, A. (2011). Internationalization of higher education: preparing faculty to teach

115

cross-culturally. International Journal of Teaching and Learning in Higher
Education 20, 23, 373-381
Gotto, A. (2003). Recruitment of high caliber students a top priority. Weill Cornell Qatar
Chronicle. 1, (4). Retrieved from http://qatarweill.cornell.edu/media/chronicle/pdfs/qatarChronicle_v1_n4.pdf
Green, M. F. (2002). Going global: Internationalizing US higher education. Current, 444,
8-15.
Greenholtz, J. (2000). Assessing cross-cultural competence in transnational education:
The intercultural developmental inventory. Higher Education in Europe, 15, 411416. doi:10.1080/0379772002001603 3.
Gribble, K., & Ziguras, C. (2003). Learning to teach offshore: Pre-departure training for
lecturers in transnational programs. Higher Education Research & Development,
22, 205-216.
Gries, P. H. (2004). China's New Nationalism. Berkeley, CA: University of California
Press.
Groupe de Lisbonne. (1995). Limits to competitiveness: For a new world contract.
Brussels: Labor.
Hains, A. H., Lynch, E. W., & Winton, P. (2000). Moving towards cross-cultural
competence in lifelong personnel development: A review of the literature
(Technical Report #3). Champaign, IL: CLAS Early Childhood Research
Institute.
Hamod, D. (2011). Qatar: Investing in the future. UA-Arab Tradeline, 19, Spring 2011.
Retrieved from http://www.nusacc.org/assets/library/235_trdln0411qatar.pdf
Harden, R. M. (2006). International medical education and future directions: A global
perspective. Academic Medicine, 81, (12 Suppl): S22–S29.
Hardt, M., & Negri, A. (2000). Empire. Cambridge, MA: Harvard University Press.
Harris, P. R., Moran, R. T., & Moran, S. (2004). Managing cultural differences (6th ed.).
New York, NY: Elsevier Press.
Harvey, L., & Williams, J. (2010). Fifteen Years of Quality in Higher Education. Quality
in Higher Education, 16(1), 4–36.
Held, D., & McGrew, A. (2002). Governing globalization: Power, authority, and global
governance. Cambridge, England: Polity Press

116

Helms, R. M. (2008). Transnational education in China: Key challenges, critical issues,
and strategies for success. London, England: The Observatory on Borderless
Higher Education.
Hodges, B. D., Maniate, J., Martimianakis, M. A., AlSuwaidan, M., & Segouin, C.
(2009). Cracks and crevices: globalization discourse and medical education.
Medical Teacher, 31, 910-917.
Hofstede, G. (1980). Culture's consequences: International differences in work-related
values. Newbury Park, CA: Sage Publications.
Hofstede G. (1991). Cultures and organizations: Software of the mind. London, England:
McGraw Hill.
Hofstede, G. (2001). Culture's consequences: comparing values, behaviors, institutions,
and organizations across nations (2nd ed.). Thousand Oaks, CA: Sage
Publications.
Hogan, G. W., & Goodson, J. R. (1990). The key to expatriate success. Training and
Development Journal, 50-52.
Holton, J. A. (2007). The coding process and its challenges. In A. Bryant, & K. Charmaz
(Eds.), The Sage handbook of grounded theory. (pp. 265-289). Thousand Oaks,
CA: Sage.
Hood, J. C. (1983). Becoming a two-job family. New York:Praeger
Hudson, S. D. (1980). The nature of respect. Social Theory and Practice, 61, 69–90.
Hutchinson, S. A. (1993). Grounded theory: The method. In P. L. Munshall, & C. A.
Boyd (Eds.), Nursing Research. A qualitative perspective (2nd ed.). New York,
NY: National League for Nursing Press.
Improvement and Development Agency [IDeA]. (2011). Community engagement and
empowerment: A guide for councillors. Retrieved from
http://www.cdf.org.uk/nepmicrosite/files/resources/Guidance/engagement%20and%20empowerment%20for
%20councillors.pdf
Iyer, P. (2000). The Global Soul. New York:Vintage Press.
Jameson, F., & Miyoshi, M. (1998). The cultures of globalization. Durham, NC: Duke
University Press.
Janus, K. K., & Smythe, D. (2011, 2012). Navigating culture in the field: Cultural

117

competency training lessons from the International Human Rights Clinic '56,
2011/2012, New York Law School Law Review, 445-485.
Johnson, C. E. (2012). Meeting the ethical challenges of leadership: Casting light or
shadow. 4th ed. Thousand Oaks, CA: Sage
Johnson, J. P., Lenartowicz, T., & Apud, S. (2006). Cross-cultural competence in
international business: toward a definition and a model. Journal of International
Business Studies, 37, 525-543.
Kant, I. (1785). The moral law. trans., ed. H. J. Paton (London, England: Hutchinson &
Co. Ltd., 1964).
Karim, A. (Sept/Oct 2003). A developmental progression model for intercultural
consciousness: A leadership imperative. Journal of Education for Business, 79,
34-39.
Kelly, G. A. (1963). Non-parametric factor analysis of personality theories. Journal of
Individual Psychology, 19.
Kernis, M. (2003). Toward a conceptualization of optimal self-esteem. Psychological
Inquiry, 14, 1-26.
Knight, J. (1994). Internationalization: Elements and checkpoints. Research Monograph,
7. Ottawa, Canada: Canadian Bureau for International Education.
Knight, J. (2005) International Association of Universities. Internationalization survey
preliminary findings report. January 2006. Retrieved from
http://www.unesco.org/iau/intrnationalization/i_survey2.html.
Knight, J. (2006). Higher education crossing borders: A guide to the implications of the
General Agreement on Trade in Services (GATS) for cross-border education. A
report prepared for the Commonwealth of Learning and UNESCO. Retrieved
from http://unesdoc.unesco.org/images/0014/001473/147363e.pdf
Koehn, P. H. (2011). The transnational competence race. The Montana Professor, 21
2. Retrieved from http://mtprof.msun.edu/Spr2011/trans.html
Koehn, P. H., & Rosenau, J. N. (2002). Transnational competence in an emergent epoch.
International Studies Perspectives, 3, 105-107.
Kotler, P., Bowen, J., & Makens, J. (2003). Marketing for Hospitality and Tourism.
Upper Saddle River, NJ: Pearson Prentice Hall.
Kouzes, J., & Posner, B. (2007). The leadership challenge. San Francisco, CA: Jossey
Bass Wiley.

118

Kundu, S. C. (2001). Managing cross-cultural diversity a challenge for present and future
organizations. Delhi Business Review, 2, July-December, 2001.
Kvale, S., & Brinkman, S. (2009). Interviews: Learning the craft of qualitative research
interviewing. Los Angeles, CA: Sage.
Lawrence-Lightfoot, S. ( 2000). Respect: An exploration. Cambridge, Mass.: Perseus.
Lawrence-Lightfoot, S., & Davis, J. H. (1997). The art and science of portraiture. San
Francisco: Jossey-Bass.
Leggett, K. (2009). Teaching medicine without borders. International Educator, 34-42.
Lehman, J. (2003). President Lehman: Pride in Cornell’s role in Education City, praise
for WCMC-Q students. Weill Cornell Qatar Chronicle. 1, (4). Retrieved from
http://qatar-weill.cornell.edu/media/chronicle/pdfs/qatarChronicle_v1_n4.pdf
Leiba-O’Sullivan, S. (1999). The distinction between stable and dynamic cross-cultural
competencies: implications for expatriate trainability. Journal of International
Business Studies, 30, 709-725.
Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Beverly Hills, CA: Sage
Publications.
Littrell, L. N., Salas, E., Hess, K. P., Payley, M., Riedel, S. (2006). Expatriate
preparation: A critical analysis of 25 years of cross-cultural training research.
Human Resource Development Review, 5, 355-388.
Lowndes, V., & Pratchett, L. (2009). CLEAR: Understanding citizen participation in
local government and how to make it work better. Local Governance Brief, Policy
Journal of the Local Government and Public Service Reform Initiative, 9.
Lustig, M. W., & Koester. J., (2006). Intercultural competence: Interpersonal
communication across cultures. 5th ed. New York, NY: Pearson Education, Inc.
Lustig, M.W. & Koester, J. (2010). Intercultural competence: Interpersonal
communication across cultures (6th ed.). Boston, MA; Pearson Education Inc.
Luthans, F., & Avolio, B. J. (2003). Authentic leadership development. In K. S.
Cameron, J. E. Dutton, & R. E. Quinn (Eds.), Positive organizational scholarship:
241-258. San Francisco: Berrett-Koehler.
Marsh, P., Bradley, S., Love, C., Alexander, P., & Norham, R. (2007). Belonging. A
paper commissioned by the Automobile Association. The Social Issues Research
Center. Retrieved from http://www.sirc.org/publik/Belonging.pdf

119

Martin, P. Y., & Turner, B. (1986). Grounded theory and organizational research.
Journal of Applied Behavioral Science, 22, 141-157.
Maslow, A. (1954). Motivation and personality. New York, NY: Harper.
Maxwell, J. A. (2005). Qualitative research design: An interactive approach (2nd ed.).
Thousand Oaks, CA: Sage.
Mayo Clinic International. (2012). Retrieved from
http://www.mayoclinic.org/international/
McBurnie, G., & Pollock, A. (1998). Transnational Education: An Australian Example.
International Higher Education, Winter.
http://www.bc.edu/bc_org/avp/soe/cihe/newsletter/News10/text7.html.
McBurnie, G., & Ziguras, C. (2007). Transnational education: Issues and trends in
offshore higher education. Abingdon, UK: Routledge.
McCloskey, M. J., & Behymer. K. J. (2010). Modeling and assessing cross-cultural
competence in operational environments, Proceedings of the 1st International
Conference on Cross-Cultural Decision Making, CRC Press, Taylor & Francis,
Ltd.
Mezirow, J. (1991). Transformation theory and cultural context: A reply to Clark and
Wilson. Adult Education Quarterly, 41, 188-192.
Mignolo, W. (1998). Globalization, civilization processes, and the relocation of
languages and cultures. In F. Jameson & M. Myoshi (Eds.), The cultures of
globalization. Durham, NC: Duke University Press.
Miller, D .T. (2001). Disrespect and the experience of injustice. Annual Review of
Psychology, 52, 527-552.
Morrison, A. J. (2000). Developing a global leadership model. Human Resource
Management 39, 117-131.
Morse, J. M. (1991). Strategies for sampling. In J. M. Morse (Ed.), Qualitative nursing
research: A contemporary dialogue. London, England: Sage.
Morse, J. M., & Field, P. A. (1995). Qualitative research methods for health
professionals. (2nd ed.). London, England: Sage
Moutsios, S. (2009). International organizations and transnational education policy.
Compare, 39, 467-478.

120

Mustakova-Possardt, E. (2004). Education for critical moral consciousness. Journal of
Moral Education, 33, 245-269. doi: 10.100/0305724042000733046
Nahavandi, A. (2002). The art and science of leadership. 3rd ed. Upper Saddle River, NJ:
Prentice Hall.
Nicaise, I. (2008). European education and training systems in the second decennium of
the Lisbon Strategy. Independent report submitted to the European Commission
by the EENEE and NESSE networks of experts. Retrieved from
http://www.nesse.fr/nesse/activities/reports/challenges-for-european-educationpdf
Norman, W.T. (1963). Toward an adequate taxonomy of personality attributes:
Replicated factor structure in peer nomination personality ratings. Journal of
Abnormal and Social Psychology, 66, 574-583.
O’Brien, A. J., Alfano, C., & Magnusson, E. (2007). Improving cross-cultural
communication through collaborative technologies. Persuasive Technology,
Lecture Notes in Computer Science, 4744, 125-131 doi: 10.1007/978-3-54077006-0_17.
Olsen, A. (2005). Transnational education programs: strategy development. Seminar
Presentation. Transnational education: Strategy considerations and quality
issues, Swinburne University of Technology.
Paige, R. M. (1986). Cross-cultural orientation: New conceptualizations and
applications. Lanham, MD: University Press of America.
Partners Harvard Medical International. (2012). Retrieved from
http://www.phmi.partners.org.
Pauleen, D., & Murphy, P. (2005). In praise of cultural bias. Sloan Management Review,
46, 21-22.
Pedersen, P. (1989). A handbook for developing multicultural awareness. Alexandria,
VA: American Association for Counseling and Development.
Ramsaran, D. (2003). Globalization: A critical framework for understanding
contemporary social processes. Retrieved from
http://globalization.icaap.org/content/v3.2/02_ramsaran_price.html
Rawls, J. (1971). A Theory of Justice. Cambridge, MA.: Belknap Press of Harvard
University Press
Reave, L. (2005). Spiritual values and practices related to leadership effectiveness. The
Leadership Quarterly, 16, 655-687.

121

Rodrigues-Diaz, M. A. (2007). Globalization and dialogue of civilizations: The role of
China. International Conference on “Excellence with or without a soul: the
cultivating of mindful university graduates” – GUNI-AP-Hangzhou-China-2 and
3rd December 2007.
Rogers, C. R. (1959). A theory of therapy, personality, and interpersonal relationships as
developed in the client-centered framework. Reprinted in H. Kirschenbaum and V.
Henderson (Eds.) The Carl Rogers Reader (1989). Boston: Houghton Mifflin.
Ross-Holst, C. (2003). In M. M. Suarez-Orozco & D. B. Qin-Hilliard, (Eds.),
Globalization: Culture and education in the new millennium. Los Angeles, CA:
University of California Press, Ltd.
Ross, K. G. (2008, May). Toward an operational definition of cross-cultural competence
from interview data. Patrick AFB, FL: Defense Equal Opportunity Management
Institute (DEOMI). (Available from the Cognitive Performance Group
(karol@cognitiveperformancegroup.com).
Ross, K. G., & Thornson, C. A. (2008). Toward an operational definition of
crosscultural competence from the literature. Patrick AFB, FL: Defense Equal
Opportunity Management Institute. Retrieved from
karol@cognitiveperformancegroup.com.
Rossman, G., & Rallis, S. F. (1998). Learning in the field: An introduction to qualitative
research. Thousand Oaks, CA: Sage.
Rothenberg, L. E. (2002-2003). Globalization 101: The three tensions of globalization.
The American Forum for Global Education, 176. Retrieved from
http://www.globaled.org/issues/176.pdf
Rupérez, F. L. (2003). Globalization and education. Prospects, 33, 249-261.
Sahlberg, P. (2006). Education reform for raising economic competitiveness. Journal of
Educational Change. doi:10.1007/s108 33-005-4884-6
Schein, E. (2004). Organizational culture and leadership. San Francisco: Jossey Bass
Publishers.
Schön, D. (1983). The reflective practitioner. New York, NY: Basic Books.
Schultz, T. W. (1961). Investment in Human Capital. American Economic Review, 51, 1-17.

Segouin, C., Hodges, B., & Brechat, P-H. (2005). Globalization in health care: Is
international standardization of quality a step toward outsourcing? International
Journal for Quality in Health Care, 12, 277-279.

122

Selmeski, B. R. (2007). Military cross-cultural competence: Core concepts and
individual development. Center for Security, Armed Forces and Society, Royal
Military College of Canada, Air Force Culture and Language Center, (AFCLC)
Contract Report 2007-01.
Sen, A. (1999). Development as freedom. Oxford: Oxford University Press.
Sen, A. K. (2000). Global doubts. Commencement address. Harvard University,
Cambridge, MA. Retrieved from
http://www.commencement.harvard.edu/sen/html.
Shapero, M. A. (2007). Cross-cultural training for hospitality and tourism: Improving
service encounters through industry-targeted critical incidents. The International
Journal of Business Disciplines 18, 43-50.
Sheikh, J. I. (2011). Message from the dean. Retrieved from
https://qatar-weill.cornell.edu/aboutUs/deanmessage.html
Sheikh, J. I. (2013). Message from the dean. Retrieved from
https://qatar-weill.cornell.edu/aboutUs/deanmessage.html
Simon, B., & Sturmer, S. (2003). Respect for group members: Intragroup
determinants of collective identification and group-serving behavior.
Personality & Social Psychology Bulletin, 29, 183-193.
Sinicrope, C., Norris, J. M., & Watanabe, Y. (2007). Understanding and assessing
intercultural competence: A summary of theory, research, and practice.
Honolulu, HI: Technical report for the Foreign Language Program Evaluation
Project.
Skorton, D. J. (2010). Higher education and economic development in the knowledgebased economy. Retrieved from:
http://iehe.mohe.gov.sa/web/index.php?option=com_content&view=article&id=5
9&Itemid=38&lang=en
Skorton, D. J. (2012). Bringing Cornell to the world and the world to Cornell. A
presidential white paper. Retrieved from
http://www.cornell.edu/president/docs/20120302- international-studiesengagement-white-paper.pdf
Sleebos, E., Ellemers, N., & de Gilder, D. (2006). The carrot and the stick: Affective
commitment and acceptance anxiety as motives for discretionary group
efforts by respected and disrespected group members. Personality and
Social Psychology Bulletin, 32, 244-255.

123

Slimbach, R. (2005). The transcultural journey. Frontiers, The Interdisciplinary Journal
of Study Abroad, 11, 205-230.
Smith, B. (2007). Social justice and inclusive partnerships. A reflection by Barry Smith
for the Synergos Global Senior Fellows Meeting, New York. Retrieved from
http://www.synergos.org/knowledge/07/socialjusticeandinclusivepartnerships.htm
Smouts, M.C. (2001). International cooperation: from coexistence to world governance.
M. C. Smouts (ed.). The New International Relations. London: Hurst.
Starks, H., & Trinidad, S. B. (2007). Choose your method: A comparison of
phenomenology, discourse analysis, and grounded theory. Qualitative Health
Research, 12, 1372-1380.
Stella, A., & Bhushan, S. (2011). Quality assurance of transnational higher education.
The experiences of Australia and India. Australian University Quality Agency
and the National University of Educational Planning and Administration.
Stella, A., & Granam, A. (2004). Quality assurance in distance education: The challenges
to be addressed. Higher Education, 47, 143-160.
Steup, M. (1996). An introduction to contemporary epistemology. Upper Saddle River:
Prentice Hall.
Strauss, A. (1987). Qualitative analysis for social scientists. New York, NY: Cambridge
University Press.
Strauss, A., & Corbin, J. (1990). Basics of qualitative research: Grounded theory
procedures and techniques (2nd ed.). Thousand Oaks, CA: Sage.
Strauss, A., & Corbin, J. (1998). Basics of qualitative research: Grounded theory
procedures and techniques (2nd ed.). Thousand Oaks, CA: Sage.
Suarez-Orozco, M., & Qin-Hilliard, D. (Eds.). (2004a). Globalization: Culture and
education in the new millennium. Berkeley: University of California Press.
Suarez-Orozco, C., & Qin-Hilliard, D. B. (2004b). The cultural psychology of academic
engagement: Immigrant boys’ experiences in U.S. schools. In N. Way & J. Chu
(Eds.), Adolescent boys in context. New York, NY: New York University Press.
Taylor, S. D. R., & Gegios, R. L. (2010). The ability to bridge cultural differences: A
prerequisite for good counsel in international transactions. Comparative Law
Yearbook of International Business, 32, Kluwer Law International. Austria:
Yorkhill Law Publishing

124

Tervalon, M., & Murray-Garcia, J. (1998). Cultural humility vs. cultural competence:
A critical distinction in defining physician training outcomes in multicultural
education. Journal of Health Care for the Poor and Underserved, 9, 117-125
The California Endowment. (2003). A manager’s guide to cultural competence
education for health care professionals. Retrieved from
http://www.calendow.org/uploadedfiles/managers_guide_cultural_competence(1)
.pdf
The Cleveland Clinic. (2011). Retrieved from
http://my.clevelandclinic.org/media_relations/library/2011/201106-20-senior-leadership-appointed-to-cleveland-clinic-abu-dhabi.aspx
The European Community Commission. (1995). Teaching and learning: Towards the
learning society. A white paper on education and training. COM (95) 590 final.
Retrieved from http://ec.europa.eu/languages/documents/doc409_en.pdf
The University of Pittsburgh Medical Center. (2009). Retrieved from
http://www.upmc.com/aboutupmc/icsd/pages/internationalcommercialservices.as
px
The World Bank’s Education Sector Strategy. (1999). Human Development Network
Series. Washington D.C.: World Bank.
The World Bank’s Group Education Strategy 2020 Report. (2011). Learning for all:
Investing in people’s knowledge and skills to promote development. Retrieved
from
http://siteresources.worldbank.org/EDUCATION/Resources/ESSU/Education_
Strategy4_12_2011.pdf
The World Bank. (2002). Lifelong Learning in the Global Knowledge Economy:
Challenges for Developing Countries. World Bank, Washington D.C.
http:l/wwwl .worldl~ank.oreleducation/~df/Lifelon%2OLeaninG KE.pdf
Thomas, D. C. (2006). Domain and development of cultural intelligence: The importance
of mindfulness. Group Organization Management, 31, 78 - 99
DOI: 10.1177/1059601105275266
Thomas, R. J. (2008). Crucibles of leadership: How to learn from experience to become a
great leader. Boston, MA: Harvard Business School Press.
Tilak, J. B. G. (2011). Trade in higher education: The role of the general agreement in
trade and services. UNESCO International Institute for Educational Planning.
Fundamentals of Educational Planning.

125

United Nations Educational, Scientific, and Cultural Organization [UNESCO]. (2000).
Global forum on education for all. Retrieved from
http://www.unesco.org/new/en/education/themes/leading-the-internationalagenda/education-for-all/
United Nations Educational, Scientific, and Cultural Organization [UNESCO]. (2007).
The United Nations development agenda: Development for all.
http://www.un.org/esa/devagenda/UNDA1.pdf
Van Quaquebeke, N., Zenker, S., Eckloff, T. (2009). Find out how much it means to
me. The importance of interpersonal respect in work values compared to
perceived organizational practices. Journal of Business Ethics, 89, 423-431.
Varner, I., & Beamer, L. (1991). Selected Chapters from Intercultural Communication in
the Global Workplace. New York, NY: McGraw Hill.
Walton, J. S., & Guarisco, G. (2007). Structural issues and knowledge management in
transnational education partnerships. Journal of European Industrial Training, 31,
358-376
Weill Cornell Medical College in New York. (2011). Retrieved from
http://www.med.cornell.edu/about-us/us-and-international-affiliations.html
Weill Cornell Medical College in Qatar. (2003, 2011). Retrieved from http://qatarweill.cornell.edu/
Williams, R. S., Casey, P. J., Kamei, R. K., Buckley, E. G., Soo, K. C., Merson, M. H.,
Krishnan, R. K., Dzau, V. J. (2008). A global partnership in medical education
between Duke University and the National University of Singapore. Academic
Medicine, 83, 122-127.
Wimshurst, K., Wortley, R., Bates, M., & Allard T. (2006). The impact of institutional
factors on student academic results: Implications for “quality” in universities.
Higher Education Research & Development, 25, 131-145.
Witsel, M. (2008). Transcultural teachers: Experiences of academics teaching tourism
and hospitality in multicultural and transnational contexts. (Doctoral
Dissertation). Retrieved from Southern Cross University, Lismore, NSW.
Wright, D., Fils, N., Gupta, M. (2008). The ‘brain drain’ of physicians: Historical
antecedents to an ethical debate, c. 1960-79. Philosophy, Ethics, and Humanities
in Medicine, 3, 1-8. doi:10.1186/1747-5341-3-24.
Wu, E., & Martinez, M. (2006). Taking cultural competency from theory to action. The
126

Commonwealth Fund Publication No. 64. Retrieved from
http://www.commonwealthfund.org/usr_doc/Wu_takingcultcomptheoryaction_96
4.pdf
Wunderle, W. (2007). Through the lens of cultural awareness: a primer for US armed
forces deploying to Arab and Middle Eastern countries. Retrieved from
http://www.cgsc.edu/carl/download/csipubs/wunderle.pdf
Yolles, M., Fink, G., & Frieden, R. (2010). A theory of collective agency. Center for the
Creation of Coherent Change and Knowledge. Retrieved from
http://www.academia.edu/391244/A_Theory_of_the_Collective_Agency
Yukl, G. (2006). Leadership in organizations. Upper Saddle River: Pearson Prentice
Hall.
Zhang, A. (1996). Economic growth and human development in China. Occasional
Paper 28. Retrieved from
http://hdr.undp.org/en/reports/global/hdr1996/papers/amei_zhang.pdf

127

Appendix A
Permission from Weill Cornell Medical College

128

Appendix B
Permission from St. John Fisher College, New York

129

Appendix C
Invitation Letter for Participation
Greta Strong
Doctoral Candidate
St. John Fisher College
Tel: 212-746-6575
Cell: 917-774-0132
gstrong@med.cornell.edu
Dear:
I am a doctoral candidate at St. John Fisher College, Rochester, New York and
conducting research on cross-cultural competence in transnational medical education. I
have been granted permission by the Institutional Review Boards of Weill Cornell
Medical College-New York and St John Fisher College to do this study. For my
dissertation, I have made the Weill Cornell Medical College-New York and Qatar
partnership the focus of my study. The overall purpose of this study is to understand the
nature of cross-cultural competence in transnational medical education. Of interest are
the behaviors, knowledge, and skills that foster cross-cultural competence.
To support this project, selected participants with cross-cultural experience are being
interviewed. You have been identified as someone with relevant cross-cultural
experience. I will use the information you provide to support the development of a model
of cross-cultural competence.
All of the information you provide will be used for research purposes only. Anything
you discuss will not be revealed to your peers, subordinates, or superiors. I will combine
interview data collected from you with data collected from other interviewees. The
eventual products of this effort will support effective cross-cultural partnerships, training,
and contribute to scholarship and practice in the field. Full confidentiality of all
individuals will be maintained in data handling and reporting. With your permission, the
interview will be audio-recorded and later transcribed for research purposes.
Thank you for your consideration to participate in this research process.
Sincerely yours,
Greta R. Strong, MPA, MSc, HS-BCP
Attached: Institutional Approval
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Appendix D
Consent Letter
IRB Protocol Number: 1209012979
Informed Consent and Privacy Act Statement
In accordance with the Privacy Act of 1974 (Public Law 93-579), this notice informs you
of the purpose of this research and how the findings will be used.
You are being asked to participate in an interview to understand the nature of crosscultural competence in transnational medical education. Of interest are the behaviors,
knowledge, and skills that foster cross-cultural competence in these partnerships.
Participation in this study is voluntary. If you participate, you are free to withdraw and
discontinue participation at any time without prejudice.
Anonymity
All individual information gathered during this study will be kept strictly confidential.
Further, the information provided throughout participation in this study will be stored in
such a way that the data cannot be connected to people’s names, thus ensuring privacy. I
will combine interview data collected from you with data collected from other
interviewees to gain an understanding of how cross-cultural competence develops and
how it can be assessed. The eventual products of this effort will support effective crosscultural training and assessment of curricula design in cross-cultural settings. Full
confidentiality of all individuals will be maintained in data handling and reporting. With
your permission, the interview will be audio recorded and later transcribed for research
purposes. You may choose to not have the interview audio recorded or to stop the
recording at any time. When speaking of colleagues, please do not use any identifiers, as
they are irrelevant to the interview’s purpose.
What is being asked
Your participation will consist of providing demographic information and answering
interview questions about your experiences during your visit to WCMC-Q. The interview
will take approximately two hours to complete. Your response will be recorded via a
digital audio recording device if you consent. The purpose of the recording is to ensure I
do not miss any of the information. I will use the audio recordings only to verify what
was written in interview notes. Your personal identifying information will not be
maintained with the recording, and the recording will not be available to anyone.
The interviewer agrees to answer any questions that you may have at this time or at any
time during the duration of the study. You do not have to answer any questions that you
do not wish to answer. If at anytime during the study you feel uncomfortable in any way,
you can and should inform the researcher and the study will be terminated immediately
with no penalty or loss of benefit. If I feel that participation is emotionally stressful for
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you, I will ask if you wish to stop the interview. There will be no compensation for your
participation.
Information regarding your rights as a research volunteer may be obtained from either
contact listed below:
If you have questions about your rights as a research participant, contact the WCMC IRB
Office.
Direct your questions to:
Institutional Review Board at:
Address: 407 East 61st Street, First Floor
New York, New York 10065
Telephone: 646-962-8200
Principal Investigators’ Contact Information:
Steven Karceski, M.D.
Weill Cornell Medical College
Department of Neurology
525 East 68th Street, K6
New York, NY 10065
212-746-5519
Greta Strong, MPA., MSc., HS-BCP
Weill Cornell Medical College
Department of Neurology
525 East 68th Street, K6
New York, NY 10065
212-746-6575
I have read the procedure described above. I understand all points and agree to participate
in the interview process and I have received a copy of this description. I further state and
certify that I am at least 18 years of age.
__________________________
Signature of Participant
_________________________
Date
_________________________
Signature of Researcher
_________________________
Date
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Appendix E
Pre-Screen Flyer
IRB Protocol Number: 120912979
Protocol Title: Cross Cultural Competence in Transnational Medical Education
PRESCREEN SURVEY FOR CROSS-CULTURE COMPETENCE INTERVIEWS
Purpose of the project: The purpose of the project is to understand the nature of crosscultural competence in transnational medical education. I am interested in the skills,
knowledge, and attitudes that are involved in cross-cultural competence. This
understanding will be used to develop a theoretical framework grounded in data. One part
of the effort is to interview physicians who travel to WCMC-Q to teach and interface
with faculty, students, and host country personnel. A second part of the effort is to
interview medical faculty and students who have been taught by or interacted with these
medical professionals. The third part will be to interview host country medical
professionals and/or personnel who have had to develop and use an understanding of
another culture. They must also have first-hand experiences in working with people from
another culture. I would like you to consider participating in an interview if you can
answer yes to the following questions:
(First Group) Medical practitioners who traveled to Doha, Qatar over the past three
years. A letter will be sent out to these practitioners asking them to consider participating
in an interview, if they could answer yes to the following statements:
1. You have visited WCMC-Q where you had to interact directly with
members of another culture on a regular basis as part of a teaching partnership
assignment.
2. You have visited Doha, Qatar within the last three years.
3. You believe you have gained some level of competence in understanding how
to achieve partnership goals that depend on teaching and interfacing with
members of another culture.
4. You have first-hand experience in making assessments and decisions about
people from other cultures, and in interacting with them as part of your
assignment.
5. You are comfortable talking in detail about your thoughts and attitudes as I
ask you to tell me about specific experiences you have had.
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If you meet these criteria and would consent to an interview, please provide the following
information to help me select a group of interview participants. Your name is for contact
information only and will not be used or retained in the data records of this project or
used in reports.
(Second Group) Students and faculty who have interfaced with WCMC-NY faculty and
have first-hand experience in making assessment about physicians.
1.

You are a student at WCMC-Q and have experienced learning through a
WCMC-NY physician.

2.

You are comfortable talking in detail about your thoughts and experiences
as I ask you to tell me about specific experiences you have had.

(Third Group) Faculty who have lived in Qatar for several years and had to develop and
use an understanding of another culture. They have first-hand experiences in working
with people from another culture.
1.
You are a faculty member or administrator at WCMC-Q and have had to
interface with physicians from WCMC-NY.
2.

You are comfortable talking in detail about your thoughts and experiences
as I ask you to tell me about specific experiences you have had.

Contact for questions about this research project:
PI: Steven Karceski, M.D.
Weill Cornell Medical College
Department of Neurology
525 East 68th Street, Room K6
New York, NY 10065
Tel: 212-746-5519
co-PI: Greta R. Strong, MPA., MSc., HS-BCP
Weill Cornell Medical College
Department of Neurology
525 East 68th Street, F610
New York, NY 10065
Tel: 212-746-6575
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